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Editorials 


THEIR INCENTIVE WILL NOT BE 
PROFESSIONAL PRIDE BUT POLITI- 
CAL PROMOTION 


The idea that the poor and “underprivileged” 
will find state medicine a boon is wholly delusive. 
An inevitable sequel to the adoption of state med- 
icine will be to drive from California most of 
the able and self-respecting members of the medi- 
cal profession. Those who remain, willing to 
prostitute their profession to the whims of poli- 
tics, will be only the ragtag and bobtail of the 
fraternity. They will be politicians first and 
medical men second. Their survival will depend 
not on efficient service but on political favor. 

Their incentive will not be professional pride 
but political promotion. No worse misfortune 
could befall a seriously afflicted person than to be 
subject to the mercies of a politician where the 
services of a physician are needed.—W. Kee Max- 
well, The Times (Los Angles.) 





COUNTY MEDICAL SOCIETIES 
SHOULD DISCUSS WAGNER BILL 


Every one of the two thousand or more of the 
County Medical Societies should devote, at least, 
one or more of the Fall and Winter monthly 
meetings to a joint session of doctors, dentists 
and druggists and allied professions together 
with members of the legal profession and the 
ministry. 

At a conference of this kind, problems of com- 
mon interest can be properly discussed. There is 
no question but what there is a movement on 
foot to make all scientific vocations bow to Gov- 
ernment Paternalism. It is time for all the 
allied interests to get together and formulate 
plans to prevent regimentation, not only the 
medical, but all of the professions. 

There is only one answer so far as the doctors 
are concerned, to the Wagner Bill and that is 
“NO!” We cannot depend upon the politicians 
to sponsor our cause in legislative halls. The 
rank and file will have to make whatever effort 
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is made to head off the attempted regimentation 
which is sweeping over the country like cyclone. 

The rank and file which make up the mem- 
bership of over two thousand component med- 
ical societies throughout the Nation seem to feel 
that the officers of their respective County, State 
and National organizations have been elected to 
do the job of fighting the aggression of bureau- 
cratic control of everything and everybody. This 
impression is dead wrong and impossible of 
accomplishments. No army of Generals ever won 
a battle. It is the soldiers in the ranks who do 
the actual fighting. The officers of your county, 
state and national organizations can provide the 
ammunition and formulate strategy and certain 
techniques needed for victory. But the power 
to win or the lethargy and laziness, which means 
defeat, rests entirely upon the fortitude and 
alertness engendered by the personnel that makes 
up the component county and respective state so- 
cieties. 





ASK ANY INFORMED DOCTOR WHAT 

POLITICS WILL DO TO RESEARCH, 

PROFESSIONAL STANDARDS, HOS- 
PITAL SERVICE? 


The national committee to uphold constitu- 
tional government states that: 

Under the guise of a humanitarian measure, 
the Senator Wagner National Health Bill puts 
the Federal government far into the field of med- 
ical care from which it will never retreat. Using 
Federal and State funds it will set up government 
hospitals and a vast system of tax-supported 
medical care that may, in the end, undermine 
and drive out of existence all private and church 
hospitals and the private practice of medicine. 

In Russia and Germany, where such state 
medicine was first established, with the doctor 
under a politically-controlled set-up, all other 
professions—the clergyman, the lawyer, the engi- 
neer, the architect—as well as business itself 
have passed under State control. 

Senator Wagner’s bill, while starting with a 
comparatively small appropriation, compels un- 
limited future Federal spending. For 1940 it 
appropriates only $98,250,000; in 1941, $123,- 
500,000; and 1942, $234,000,000; but, for each 
fiscal year thereafter, it calls for “A SUM SUF- 
FIENT TO CARRY OUT THE PURPOSES” 
of the ACT! Thus it sets up an unlimited mort- 
gage upon the taxpayers with no check except 
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the willingness of State politicians to have their 
States assume responsibility for health promotion 
hospitals, child care, sickness, disability, etc. 
$850,000,000 is already mentioned as the prob- 
able annual figure within the first decade. 

As presented to the public, through press re- 
leases issued from Senator Wagner’s office, the 
bill seemed harmless. Only after a careful study 
had been made by experts of its 48 printed pages 
did its real implication become clear—an encour- 
agement to each State to go as far into collec- 
tivism as possible, in order to get maximum 
benefits from the United States Treasury. Ask 
the ablest doctor you know what politics will do 
to reserach, professional standards, hospital 
service, 





THE AMERICAN MEDICAL ASSOCIA- 
TION HAS NOT REVERSED ITS 
POLICY 


The House of Delegates of the American Med- 
ical Association at its special session in Chicago, 
1938, approved “Cash Indemnity Insurance as a 
method of paying medical costs. Unthinking 


exponents of socialized medicine have endeavored 
to twist this approval into a reversal of policy. 


There are, however, basic differences in the most 
vital points in the two systems. 

For clarification purposes we quote from a 
release from the JOURNAL of the American Med- 
ical Associaton, October 8, 1938, as follows: 

Practically no one—and certainly not the 
American Medical Association—has ever opposed 
the payment of medical bills through insurance. 
The medical profession has objected most strenu- 
ously and continues to object to the compulsory 
wholesale purchase and retailing of medical serv- 
ice to patients by an insurance company, govern- 
ment agency, or any other organization or indi- 
vidual. This objection rests on the proof af- 
forded by vital statistics that during this process 
of purchase and retailing the medical service is 


adulterated by politics and depreciated by admin- - 


istrators until it loses much of its value as a 
protection of the public against disease and 
death. 

Sickness insurance in most countries arose out 
of systems of contract practice, the administra- 
tors of which wished to keep control of the 
medical service. Politicians were quick to see 
that service benefits could be sold to voters unable 
to judge their value for greater political assets 
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than could cash benefits. In the most commonly 
advocated plans of voluntary and compulsory 
sickness insurance, premiums are collected in 
cash and then transformed within the insurance 
administration into service benefits for the in- 
sured. All other systems of insurance collect 
premiums and pay benefits in the medium of 
exchange. The two sides of the balance sheet 
are then written in the same units. It is much 
more difficult to tamper with the bookkeeping 
for political purposes or to deceive the sick as to 
the benefits received than in systems in which 
receipts are counted in cash and benefits are de- 
livered in an unmeasurable service. Indemnity 
insurance collects the premiums in cash and pays 
cash to the insured on a definite scale in accord- 
ance with the economic losses suffered from sick- 
ness. 

There would be fewer complications and far 
less red tape in such an indemnity system than 
in one with service benefits. Free choice of phy- 
sician would be automatic. Restrictions on pre- 
scribing and other phases of treatment would be 
unnecessary, as there would be no need to de- 
ceive the patient as to the quality and extent of 
the service he was receiving. 

This is not a proposal for an untried experi- 
ment. Such a system is in almost universal use 
by commercial insurance companies. It has been 
introduced with success into some industrial 
plans. It is the plan on which old-age, unem- 
ployment, and all other forms of social insurance 
are conducted. There is a decided trend in this 
direction in even the compulsory systems, as 
shown by certain features of the French and 
Swedish sickness insurance plans; both of these, 
however, are still more or less hybrids of the 
indemnity and service systems. ‘They retain so 
many of the evils of the latter, aside from their 
governmental, compulsory feature, that they can- 
not be offered as patterns to follow. 


SENATE COMMITTEE SUBMITS RE- 
PORT OF THE TESTIMONY AT THE 
WAGNER BILL HEARING 

In August the committee on education and 
labor of the United States Senate which con- 
ducted the hearings on the Senator Wagner’s 
Health Program Bill (S 1620), submitted a re- 
port (No. 1139) to the Seventy-Sixth Con- 
gress. Practically all of the testimony given at 
the hearings appeared in issues of the Journal 
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of the American Medical Association. The re- 
port was forty-two pages long. An excellent di- 
gest appeared in the Journal of the American 
Medical Association, August 19, 1939, page 685, 
as follows: 


UNITED STATES NATIONAL HEALTH 
PROGRAM: WAGNER BILL, S. 1620 


Digest of the Preliminary Report from the Committee 
on Education and Labor of the United States Senate* 

In submitting its preliminary report (Senate Report 
No. 1139, Seventy-Sixth Congress, First Session) the 
sub-committee of the Committee on Education and La- 
bor points out that it is in agreement with the general 
purpose and objectives of the Wagner Bill, Senate 
1620, establishing a National Health Program; it 
wishes, however, to give this legislation additional study 
and to consult further with representatives of lay or- 
ganizations and of the professions concerned. 

The subcommittee states that it intends to report out 
an amended bill at the next session of Congress. 


I. Neep ror A NATIONAL HEALTH PROGRAM 


The preliminary report states that this bill is the re- 
sult of several years of preparatory study and discus- 
sion, and that it grew out of the movement which led 
to the Social Security Act of 1935, followed by the 
National Health Conference, the National Health Sur- 
vey, and various other activities. 

The evidence presented shows convincingly, the Com- 
mittee believes, that there are great opportunities to 
improve health conditions in this country. It is felt that 
we should be able to make still further improvements 
on the excellent records in the field of health that pre- 
vail today. Special reference is made to the opportunity 
to save lives threatened by tuberculosis. It is said that 
the funds available for venereal diseases are sufficient 
to make only a beginning in this campaign. 

The report emphasizes that 11,000 mothers died in 
childbirth in 1937 and alleges that more than one-half 
to two-thirds of such maternal deaths are preventable. 
It is said also that each year nearly a quarter of a mil- 
“lion women do not have the advantage of a physician’s 
care at the time of delivery. Vastly more could be 
done than is being done to conserve the lives and health 
of children. 

The report indicates the belief that only those in the 
upper income groups receive anything approaching ade- 
quate dental care. 

There is a discussion of the extra hazards associated 
with industry, and much is said of the need of new 
methods of medical service in rural areas. 

Emphasis is placed on the statement that there is 
wide variation among the states in the availability of 
hospital facilities. With regard to general hospitals, 
the number of available beds varies among the states 
from a maximum of 5.2 to a minimum of 1.3 for every 
thousand of population. The record for the country as 
a whole indicates an average of 3.1 beds for every thou- 
sand persons, and the report asserts that adequate 
standards for general hospitalization call for an aver- 
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age of 4.5 beds in general hospitals for every thousand 
persons. 

There are also great differences among the states 
in the availability of beds in mental institutions. 


COSTS OF ADEQUATE HEALTH SERVICES 


The preliminary report calls attention to the fact that 
there are various factors which explain why large pro- 
portions of the population fail to receive the medical 
and health service they need. The Committee recognizes 
the fact that ignorance, reliance on unsuitable methods, 
great distances from physicians, and so on, play a part, 
but it says that, from the evidence placed before it, 
the major reason is lack of financial abiiity on the part 
of large portions of the population to meet the costs 
of needed services. It has accepted the idea that many 
who could buy medical care on some budget basis find 
it difficult to purchase service on the customary basis 
of paying for the care when the need for the care arises. 

Figures are cited from the National Health Survey 
to show that the average number of physician's calls 
per case is higher among the well-to-do than among 
the poor. The committee repeats the statement of a 
witness for the American Medical Association to the 
effect that among the one-fourth of the states with the 
highest percentage of population filing income tax re- 
turns there was an average of one general hospital 
bed for 261 persons in the population and that these 
beds were being used 65.5 percent of their capacity. In 
the one-fourth of the states at the other end of the 
economic scale, there are 549 persons per general hos- 
pital bed with an average occupancy rate of only 52 
per cent. 

Much emphasis is placed on the report supplied by 
Dr. R. G. Leland, Director of the Bureau of Medical 
Economics, who testified on behalf of the American 
Medical Association and who supplied factual data on 
medical economics. 

The Committee said: “We cannot emphasize too 
strongly or say too often that when we speak of inade- 
quate medical care, of insufficient services received by 
large numbers of people, or of the economic problems 
in paying for care, we are not criticizing the physicians 
or hospitals or others who furnish services. They have 
long been performing humanitarian services deserving 
the highest praise. It is not the responsibility of doc- 
tors or hospitals or related groups that large sectors 
of the population have limited economic resources.” 

The Committee paid tribute also to the work of the 
voluntary organizations and stated that “every right- 
thinking citizen will insist that in the health program 
for the future there shall be adequate provision for the 
continued vigorous activity of the voluntary organiza- 
tions.” 

DISABILITY INSURANCE 


The Committee believes that the program of social 
security which this country has established is incom- 
plete without protection of the individual against the 
risk of losing his earning power because of disability. 
The Committee feels that, if adequate protection against 
the risk of disability is to be developed, insurance must 
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be made obligatory, as has already been done in the 
case of protection aguinst unemployment in old age. 


THE NEED FOR FEDERAL ACTION 


The Committee argues that it does not propose a 
new departure or a new type of activity for the Federal 
Government. “It is our opinion,” it says, “that the ad- 
ministration and operation of health services should be 
left to the local communities and to the states, and that 
the Federal Government should not control or dictate 
to the local communities or states in the management 
of these functions. . . The primary opportunity for the 
Federal Government is to give financial and technical 
aid to the states.” 

It is pointed out that the Federal Government is now 
providing aid to the states for a variety of purposes 
having to do with the general welfare and with health. 
The Committee points out that the public hearings have 
shown that there is a broad and substantial support 
now for federal legislation to strengthen, extend and 
improve the health services of our people. Scarcely a 
witness raised objection to the objectives of the bill, 
although representatives of some organizations pre- 
sented serious criticisms. 


II. Principles UNDERLYING THE BILL 


Here the Committee presents an analysis of the bill, 
together with statements by Abel Wolman, Dr. Felix 
J. Underwood, Dr. A. T. McCormack, Dr. Thomas 
Parran, and Miss Katharine Lenroot, in support of the 
form of S. 1620. 


III. Principat Provisions oF THE BILL 


There follows an analysis of the bill as it now stands 
and a table of comparison of present appropriations for 
health purposes under the Social Security Act and the 
appropriations proposed to be authorized by S. 1620. 


IV. Some SpecrAL PropLeMS RAISED IN 
THE HEARINGS 


It is pointed out that some witnesses objected to the 
grant-in-aid pattern embodied in the bill. The Com- 
mittee felt that the bill would appear to follow a 
fundamentally sound principle when it leaves to the 
states the decision as to the population groups to be 
served by their plans. The Committee has under con- 
sideration the question of providing funds for federal 
support of professional education, administrative train- 
ing and research. The Committee is prepared to make 
the intention of the bill to provide for health education 
of the public clear and specific. 

There is much discussion of the recommendation that 
one federal agency should administer medical affairs. It 
is pointed out that further study is required on the mat- 
ter of relationship between the Federal Security Ad- 
ministration and the Children’s Bureau of the Depart- 
ment of Labor and between them and other federal 
agencies. There is also the question of having a single 
federal advisory council or a national health council 
instead of several federal advisory agencies. 

The Committee considered particularly the question 
of the protection of minority population groups and 
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asserts that the Committee believes that there should 
be just and equitable allocation of funds according to 
the needs for services. 

On the question of the eligibility of practitioners 
from various schools of healing, the Committee states 
that it is impressed by the fact that the licensing and 
regulation of practitioners in medicine and allied fields 
have always been within the jurisdiction of the states 
and not under the Federal Government, and the Com- 
mittee feels that the powers should be left in these 
states as at present and that, therefore, the bill should 
not include any specifications on these points except a 
provision to the effect that nothing in the bill should be 
construed as infringing on the authority of each state 
to continue to regulate the practice of the healing arts. 

On the question of the construction of hospitals, the 
Committee states that this title is not intended to lead 
to any unsound activity. Before any new hospital con- 
struction is undertaken, the available beds in qualified, 
existing, nongovernmental and governmental hospitals 
should be used, provided the type of service meets ac- 
cepted standards and the charges for the use of such 
beds are reasonable. The Committee says, “We have 
no ‘intention whatever of endorsing any proposal that 
would encourage the building of hospitals where ade- 
quate facilities exist or that would encourage the build- 
ing of public hospitals where private hospital construc- 
tion would, in the normal course of events, meet com- 
munity needs.” It says: “Furthermore, our Committee 
intends to prepare amendments to Title 12 to assure 
that federal aid under this title will require unequivo- 
cally clear showing of need through impartial state 
and local surveys, and clear satisfaction of federal re- 
quirements that such needs exist, in addition to reason- 
able demonstration as to future continuing support of 
the hospitals.” The report says that “the Committee 
is agreed that the bill should be amended by addition 
of positive provisions that qualified hospitals and agen- 
cies, both public and private, may be utilized in the 
state plans.” 


V. CoNncLusIoNn 


“S. 1620 has received wide support from large and 
representative organizations. Its objectives are non- 
controversial. Our Government is dedicated to promot- 
ing the welfare of the people and the protection and 
improvement of health and well-being. Making avail- 
able to all of the people the great life-saving services 
which modern medicine has to offer is an objective 
which every right-thinking citizen supports. 

“The Committee is convinced that federal legislation 
along the general lines followed by S. 1620, based upon 
federal-state necessary to 
strengthen the health services of the nation and to 
make provision for the progressive and effective im- 
provement of health conditions in all parts of the 
country and among all groups of people. The needs 
are large, and an adequate program to put knowledge 
and skill more effectively to work will involve consid- 
erable expenditures of funds. The program must, there- 
fore, be worked out with great care. We are confident 
that such a program can be worked out and that the 
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expenditures will be sound national investments which 
will bring large returns. The rdle of the Federal Gov- 
ernment should be primarily to give technical and finan- 
cial aid to the states. 

“A critical analysis of the present provisions of S. 
1620 shows a number of points at which its specific 
purposes can be more clearly stated and its provisions 
improved. The Committee has not yet reached any 
conclusions concerning the precise rate at which the 
Committee is agreed on the general principle that the 
proportion of federal assistance should be greater to 
those states in which there is the greatest need for the 
services contemplated under the bill. The Committee 
is prepared to augment the provisions of the bill—if 
additional provisions are needed—to assure that the 
amount of federal assistance would in no instance be 
in excess of clearly demonstrated need. 

“Some misunderstandings seem to have arisen and 
criticisms have been expressed concerning parts of the 
bill. Some witnesses have assumed that it would bring 
about revolutionary or dangerous changes in medical 
care. We think these fears are unwarranted, but we 
will welcome further suggestions as to specific amend- 
ments which may safeguard the objectives of the bill. 
Medical science has reached a commendable status in 
this country. The bill should encourage the further 
evolutionary development of medical science, teaching 
and practice. 

“The Committee has received the assurances of many 
lay and professional groups that they will be prepared 
to furnish further information and suggestions. We 
expect to consult further with representatives of these 
groups. 

“We have not yet had adequate time to make ex- 
haustive study of all of the problems involved in the 
legislation proposed by S. 1620. The Committee will 
continue its study of S. 1620 so that a definite report 
on the proposed legislation can be submitted soon after 
the beginning of the next session of the Congress.” 

The report of the senate committee on edu- 
cation and labor, as submitted by its chairman, 
Senator Murray as well as the illuminating di- 
gest in the Journal of the American Medical 
Association, should be read and throughly di- 
gested by every member of the medical profes- 
sion. The report indicates the nature of federal 
legislation that will, without question, be pro- 
posed in January, 1940 when the seventy-sixth 
congress convenes. If some of the proposed leg- 
islation is then enacted it will to a certainty 
make radical changes in a medical service in the 
future. 





THE PROBLEM OF MENTAL 
DEFECTIVES 


Rock Sleyster, President of the American Med- 
ical Association at the 1939 St. Louis meeting, 
summarized the problem of mental defectives. 
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We quote in part from his address as follows: 

“They are imposing in their scope. An under- 
standing of the human mind and of human 
thinking may aid in the solution of problems 
of government, 

“The evidence is available that at least 10,- 
(00,000 persons of the 130,000,000 in this coun- 
try bear within their bodies elements which may 
result occasionally in the production of a feeble- 
minded child. 

“On any day nearly 1 per cent of all the peo- 
ple in this country, actually 1,300,000 people, are 
incapacitated by epilepsy, by feeblemindedness 
and by various types of menta) illness. The figure 
is obtained by adding to 550 of every 100,000 of 
our population who have nervous and mental 
diseases and who are not in hospitals the total 
number now being cared for in sanatoriums, hos- 
pitals and other institutions. 

“Patients with mental disease occupy 47 per 
cent of the hospital beds in this country. For 
the country as a whole, the number of persons 
hospitalized for mental disease increased more 
than 40 per cent from 1926 to 1936. The 
estimated cost of maintenance of these heds is 
$230,865,000, with an additional cost of $18,- 
178,000 for patients under private care. 

“Three hundred Americans enter institutions 
for mental patients daily for the first time. In 
addition to hospitalized patients, several mil- 
lions are more or less incapacitated because of 
mental illness or disturbances. In such states as 
Massachusetts and New York, where hospital 
facilities are most nearly adequate and where 
more reliable statistics are available, one of 150 
adults in the present generation population is 
hospitalized because of mental disease. 

“About 1 per cent of the adult population 
were under care in mental hospitals at some time 
during the past year. From 5 to 6 per cent of 
the general population will spend some time in 
menta) hospitals during their lifetime. Including 
non-hospitalized persons with mental illness, 2 
per cent are incapacitated some time of each year. 

“At some time in their lives 10 per cent of the 
adult general population will be more or less in- 
capacitated by mental illness. Accepting studies 
made in Massachusetts, 57 of every 1,000 male 
infants and 53 of every 1,000 female infants will 
live to be committed to mental hospitals. It has 
been estimated that loss of earnings of hospital- 
ized menta) patients, plus, the cost of mainte- 
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nance, represents an annual economic loss in this 
country of $783,586,000. These figures, bluntly 
stated, define the scope of our problem. 

“Among the serious problems waiting scientific 
solution are epilepsy, feeblemindedness, the 
spastic child and dementia praecox. 

“Epilepsy, or falling sickness,” the doctor said, 
“thas been known since Homer, yet medical prog- 
ress toward relief is stil) ‘very slight.’ Softening 
of the brain can only be helped when diagnosed 
early, but the early discovery is difficult. It 
may take several lifetimes before physicians 
know how to control dementia praecox, the in- 
sanity of adolescence, and schizophrenia, the 
personality phobia. 

“There are other mental troubles,’ he said, 
“with names so technical the public does not 
even know the words. Feeblemindedness, one of 
the worst mental curses, must look to the scien- 
tists investigating genetics and heredity for hope 


in limiting production of children unable from 


birth to meet the mental needs of civilization. 
Neither is there any evidence that laws regulat- 
ing sterilization of the parents of the feeble- 
minded wil) in any serious manner diminish the 
total number of feebleminded.” 

Dr, Sleyster declared if national control over 
illness is to bring about a breakdown in the 
character of our people so that they will, like 
many a foreign nation, yield to the wills of dic- 
tators and dictator nations, the price will have 
been far too great.” 





HAVE YOU READ THE FOLLOWING? 

DocToR OF THEIR CHoIcr. A new and subtle 
challenge to defenders of private practice of 
medicine, By Mr, Michael Davis (Survey 
Graphic, July, 1939). 

SoctaLizeD MEDICINE. By Maxine Davis. An 
analysis of health insurance. (Good House- 
keeping, August 1939). 

A CHALLENGE TO MepiciINE. A symposium on 


sickness insurance by Drs. Haven Emerson, 


Roger 8. Sidall, and Joseph T. Smith. (At- 
lantic Monthly, August, 1939). 

Group Mepictne at Work. By Frank J. Tay- 
lor. The story of California’s Ross-Loos Med- 
ical Group. (American Mercury, August, 
1939). 

Senators, Doctors, NationNAL HEALTH. By 
Michael M. Davis Survey-Mid-Monthly, Sep- 
tember, 1989). 
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Note: Mr. Davis in his article in Survey- 
Graphic, hazards the prediction, based chiefly 
on personal observation in the course of his 
studies, that the family in the upper income 
brackets is likely to have . . . not one family 
doctor who in turn guides them as specialists 
are needed . . . but four or five specialists, more 
or less hazardly selected. Only the children in 
charge of a Pediatrician will have anything re- 
sembling a co-ordinated service. 

Mr. Davis in the current issue of Survey— 
The Mid-Monthly for September, 1939, gives an 
apparent review of the preliminary report of the 
sub-committee of the Senate committee on edu- 
cation and labor. Mr. Davis speaks enthusias- 
tically for the so-called committee on physicians 
and sarcastically helittles the American Med- 
ical Association. 





DOCTOR COLWELL’S DAILY LOG 
PHYSICIANS 


FOR 


The “Daily Log For Physicians” is issued by 
the Colwell Publishing Company, Champaign, 
Illinois. Price $6.00. 

No more striking testimonial for the popu- 
larity of this physicians’ aid can be given than 
the fact that 875 Illinois physicians used the 
Daily Log in 1939. 

The work provides a simple financia) record 
for the Physician’s desk. 500 pages, loose leaf, 
All a physician—or his assistant—need do is 
record charges, receipts and expenses as they 
come along. Then with simple arithmetic, a few 
minutes’ time, important figures appear. Net 
profit for the month, for the year, income tax 
essentials otherwise so laboriously figured, col- 
lection losses—these and other items are easily 
located, held for future reference. 

This is the thirteenth edition of the Daily Log. 
lor over a decade this volume has been a first 
aid to every busy doctor. Since the beginning 
of the publication in 1927, it has been subjected 
to yearly revisions and annotations though the 
general principles remain the same. 

For the benefit of those physicians not al- 
ready acquainted with the principles of the 
LOG, they may be summarized briefly. A thirty 
six line page is provided for each day on which 
are recorded each day’s services, receipts. Charge 
business, cash business, receipts on accounts are 
totaled daily and carried forward to a monthly 
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Expenses are classified and totaled, 
and a little simple arithmetic reveals net profits 
for the month and for the year to day. Vital in- 
come tax figures are grouped on the annual 
summary sheet, provided in triplicate this year. 

The financial side of a practice is the most im- 
mediate concern of the LOG, but in addition to 
financial sheets are memoranda forms for ob- 
stetrics, surgery, narcotics, notifiable diseases, 
inoculations, social security taxes. 

Bound with screw posts in a durable and at- 
tractive fabricoid cover, walrus-grained, black 
with silver trim, it will do credit to any office. 


summary. 


leaves may be removed for typing, be replaced 
or supplemented with additional forms secured 
from the publisher. Operation requires only 
faithful recording and simple arithmetic—any 
doctor or assistant can form the “habit” in a 
few weeks. 

Most doctors already adequately provide ade- 
quate records for their patients—too few keep 
adequate records of their own financial well- 
being. The LOG was designed by a practicing 
physician to let him know the condition of his 
own practice. Offered for genera) sale first in 
1927 it has progressed from year to year as new 
needs appeared, but is well standardized in prin- 
ciple and has won a wide circle of constant 
friends. 

The announcement of a new edition of the 
DATLY L0G (the thirteenth) always is a re- 
minder that the new year is approaching, that 
income tax returns will again be due before long. 





INTERNATIONAL SURGEONS’ MEETING 


The biennial assembly of the International College 
of Surgeons will be held in New York at the Hotel 
Roosevelt May 21-24, under the chairmariship of Dr. 
Andre Crotti, Columbus, Ohio, international president. 
Applications for places on the program should be sent 
to Dr. Fred H. Albee, 57 West Fifty-seventh Street, 
New York. General information as to scientific and 
commercial exhibits may be obtained by addressing Dr. 
Edward Frankel, Jr., 217 East Seventeenth Street, New 
York. 





TULAREMIA IN ILLINOIS 

Because of the increased prevalence of tularemia in 
Illinois during the past season, the state conservation 
department’s plan to move 5,000 rabbits from the south- 
ern counties to farm lands and marshes in the northern 
part has been abandoned. More than thirty-eight deaths 
from tularemia were reported in the state during the 
past year and 489 cases of the disease have been 
recorded since Jan. 1, 1938, newspapers announced 


January 19. 
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MEDICAL ECONOMICS 


H. M. Camp, M. D. 


Edited by the Committee on Medical Economics 


R. K. Packard, M. D. 


E. P. Coleman, M. D. of the C. H. Phifer, M. D. 

J. H. Hutton, M. D. Illinois State Medical Society C. B. Reed, M. D. 

J. R. Neal, M. D. E. S. Hamilton, M. D., Chairman C. B. Ripley, M. D. 

Ralph Peairs, M. D. Kankakee, Illinois C. E. Wilkinson, M. D. 
Address all letters and communications to the Chairman. W. M. Hartman, M. D. 


The continued favorable comment in the 
press, both lay and medical, of the decision of 
Judge Proctor last month, has been most en- 
couraging to the medical profession. However, 
we should not be lulled into a feeling of false 
security by the opinion. The Department of 
Justice insists that the case will either be ap- 
pealed or a new indictment of the men previ- 
ously named will be obtained. Apparently we 
must continue to watch for new developments 
and be ready to fight any new attempts to in- 
timidate and coerce the medical profession into 
abandoning the fight against control of the 
practice of medicine by the government. 

On Page 22 of the September issue of MJed- 
ical Economics appears a new idea in regard to 
publicizing the fight of the medical profession 
against control. A stamp, to be used in a man- 
ner similar to Christmas Seals against Tubercu- 
losis, on the back of envelopes was shown. This 
stamp says KEEP POLITICS OUT OF 
MEDICINE. IT COSTS YOU MORE. IT 
GIVES YOU LESS. ASK YOUR DOCTOR. 
This stamp is available at the present time in 
quantities of 100 for 20 cents from Medical 
Economics, Inc., Rutherford, New Jersey. There 
certainly can be no valid objection to the use 
of such a stamp by anyone who wishes to do so. 
The value of use of the stamp might be contro- 
versial. Surely, it would be necessary for the 
medical profession to be adequately informed on 
the subject so that they can answer the ques- 
tions that will be asked by recipients of such 
stamped letters, who heed the admonitions on 
the same. It does not suffice to make condemna- 
tory statements in regard to so-called State 
Medicine. Rather good and sensible arguments 
must be presented for the continuation of the 
present plans and the dangers of the new plan 
must be known and explained fully. For the av- 
erage physician to do this will necessitate his 
reading up on the subject, as we have been 
stressing the past several vears. Again, let us 
repeat, Do not let John do it. 


In this same issue of Medical Economics is 
an article by Henry Rof Brown M. D., the first 
Medical Director of the Group Health Associa- 
tion in Washington, D. C. Surely Dr. Brown 
must know what happened prior to his resigna- 
tion from the office of Director and the article is 
most interesting. Its reading will help to give 
one a fine general view of what happened at 
Washington. Also it should furnish him with 
ammunition to be used in proving that. political 
and governmental control of the medical profes- 
sion, is neither advisable or practical from either 
the viewpoint of the laity or the medical pro- 
fession, even though the governmental authori- 
ties continue to insist that it is necessary and 
successful. Somewhere we have read during the 
current month a very critical article by a gov- 
ernmental official in regard to the action of law- 
yers, particularly in regard to fees charged. 
Here again was the threat that unless the legal 
profession listened to the suggestions of the gov- 
ernment, it might be necessary to start a re- 
formation of the manner which the profes- 
sion of the law is conducted. The writer is very 
sorry to read such articles, but should not have 
been surprised, for why should the legal profes- 
sion be overlooked in the general reformation of 
the professions. We fear that some of the legal 
profession will be somewhat disturbed by the 
threat to their profession and a little less smug 
in their attitude to the other professions. We 
must watch the growth of this threat. 

All over the United States are appearing new 
plans for medical care for the low income group 
under the jurisdiction and management of the 
medical profession. The nature of the plans are 
almost as many as the organizers of the same. 
As we all know the problem is different in every 
state, city and community. To have one plan 
meet the needs in every community is mani- 
festly impossible to anyone at all conversant 
with the problems of the care of the sick. In- 
deed, that is one of the best arguments against 
the centralization of control at Washington by 
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politicians. A comprehensive plan in California 
is well under way. It has active cooperation of 
the majority of the medical profession, who in 
addition to working under it have financed the 
organization work as well as helping to build up 
the surplus necessary to qualify under the insur- 
ance act by advancing money themselves. In 
spite of well worked out plans and most praise- 
worthy cooperation, the plan has not been suc- 
cessful from a financial viewpoint of the medical 
profession, who are obliged to accept a percent- 
age discount on their bills, which is much 
greater than was either expected or compatible 
with continuation of the plan under the present 
set-up. It is too early to do more than observe 
the plan, and it is to hoped that the difficulties 
encountered will be worked out shortly. A sim- 
ilar plan in New York has encountered the same 
difficulties and the medical profession is accept- 
ing a steep cut in their charges. Wisconsin is 
trying out three different plans in different sized 
communities in different parts of the state. No 
definite report of the results has been made at 
this time, but again rumor is that they are en- 
countering some financial difficulties, which so 
far have been met by the medical profession re- 
ceiving less for their services than they had been 
accustomed and had been led to believe would 
result from the acceptance of the plan. 

All the above plans are for Voluntary Insur- 
ance, where employees of certain factories or 
stores are insured in Groups and the monthly 
premium is deducted from their salary at the 
office of the plant or store. This is entirely dif- 
ferent from the Compulsory method advocated 
in the so-called Wagner Bill, S. B. 1620. In a 
recent talk with a member of the Contact Com- 
mittee appointed by the Officers of the American 
Medical Profession to confer with the Interde- 
partmental Committee in regard to S. S. 1620, 
the writer learned that the Subcommittee which 
has been holding hearings on the bill, many of 
which were reported in the Journal of the Amer- 
ican Medcal Association, is practically ready to 
report on the bill and that they may draft a bill 
of their own unless one is presented by the 
American Medical Association. It is to be hoped 
that the problems resulting from the war in 
Europe will really give the reformers some 
things of importance to think about and they 
will be too busy to reform the rest of us. 
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Meanwhile it is fitting that the medical pro- 
fession should attack the problem of the care of 
those in the low income group and see if they 
‘an establish a satisfactory plan. The Michigan 
State Medical Society has just adopted a most 
comprehensive plan for the voluntary care of 
those in the low income group. It has been 
worked out carefully and in the opinion of the 
writer who has just returned from two days 
spent listening to the discussion of the same by 
the Council of the Michigan State Medical Soci- 
ety bids fair to be the most succesful of all the 
plans. Again, all the preliminary work has 
been done by the medical profession including 
the financial backing of the same. This included 
the setting up of a surplus fund of $10,000. It 
is to be hoped that it will develop with the ful- 
fillment of the promise it shows at this time. 
You may be sure that it will be watched with 
great interest by this Committee, particularly 
that portion, to whom has been assigned the 
study of a similar plan for Tlinois as instructed 
by the House of Delegates of the Illinois State 
Medical Society at its last annual meeting. 

E. S. Hamilton, M. D. 


Chairman of Committee. 


CORRESPONDENCE 


TO THE MEMBERS OF THE ILLINOIS 
STATE MEDICAL SOCIETY 

The Officers of the Chicago Medical Society, 
hosts to the Inter-State Postgraduate Medical 
Association of North America, extend to you a 
cordial invitation to attend the meetings and 
clinics of this great postgraduate assembly. 

The pre-assembly clinics, and post-assembly 
clinics, will be held on the Saturday preceding 
the regular program—October 28, and the Sat- 
urday following the regular assembly program 
—Nov. 4, at hospitals in Chicago. 

The Assembly will begin Monday, October 30 
and extend through Friday, November 3. 

All meetings will be held at the Palmer 
House. Sessions begin at 8:00 A. M. and close 
at 11:00 P. M. daily. 


Cordially yours, 
Robert H. Hayes, M. D., 
Gen’] Chairman for Chicago. 
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PROGRAM 
Wednesday, October 18, 1939 
9:00 A. M. to 5:00 P. M. 


9:00-10:15 A.M.—Ward walk. 
Ward 33—Dr. James J. Callahan. 
Ward 34—Dr. Carlo 8S. Scuderi. 
10 :20-11:30 A. M.—Operative Clinic in Surgical 
Amphitheater. Dr. William R. Cubbins. 
11:30-1:00 P. M.—‘Fractures of the Spine and 
One-half Hour of Questions.” Dr. James J. 
Callahan. 
1:00-2:00 P. M.—Lunch. 
2:00-2:30 P. M.—Operative Period. Dr. George 
D. Apfelbach. 
3:00-4:00 P. M.—“Fractures of the Forearm,” 
including Colles. Dr. Philip H. Kreuscher. 
4:00-5:00 P. M.—“Fracture Demonstrations.” 
Optional. 





SCIENTIFIC PROGRAMS 

The Scientific Programs of the Chicago Med- 
ical Society: 

The Chicago Medical Society is planning a 
series of all day programs for the consideration 
of disease to be held on the third Wednesday of 
each month from October through April. In 
the morning and afternoon, there will be clinics, 
demonstrations, lectures and round table dis- 
cussions on the general subject, certain aspects 
of which will be presented at the evening meet- 
ing. The day time portion of the program will 
be held in one or another of the teaching insti- 
tutions of the City but will be a program of the 
Society presented in a certain institution rather 
than a program of the institution presented to 
the members and guests of the Society. The 
evening meetings will be held at the Chicago 
Woman’s Club Theater on Eleventh Street near 
Michigan Boulevard. Detailed programs will 
be furnished each month. 

The topics to be considered at these meetings 
are as follows: 


October 18, 1939—Fractures at Cook County Hos- 
pital. 8:30 P. M. The Treatment of Skull Fractures— 
Harry E. Mock, Chicago. 

November 15, 1939—Nutritional Deficiency Diseases 
at Thorne Hall on the Chicago Campus of North- 
western University. 8:30 P. M. The Vitamin B. Com- 
plex and Pallagra—Tom D. Spies, Cincinnati, Ohio. 

December 20, 1939—Cardiovascular-Renal Diseases 
at one of the institutions in the West Side Medical 
Center. 8:30 P. M. Arteriosclerosis Obliterans: The 
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Modern Conception of Its Social Significance, Diag- 
nosis and Treatment—Irving S. Wright, New York 
City, N. Y. 

January 17, 1940—Industrial Medicine and Traumatic 
Surgery at St. Luke’s Hospital. 8:30 P. M. The 
Evaluation of Disability Due to Cardiovascular Dis- 
ease. 

February 21, 1940—Topic and speaker to be selected. 

March 20, 1940—Endocrinology at the University of 
Chicago Clinics. 8:30 P. M. The Misuse of Bio- 
logicals in Medical Practice. 

April 17, 1940—Obstetrics and Care of the New 
Born. 8:30 P. M. Maternal and Infant Mortality 
in Chicago 1935-39. 

A luncheon for members and guests will be arranged 
at or near the institution, in which the clinical pro- 
gram is to be presented. A dinner will be held at the 
Chicago Woman’s Club before the evening meetings. 


That sufficient accommodations may be pro- 
vided at the clinical meetings during the day, 
and sufficient reservations made for the luncheons 
and dinners, members and guests are advised 
that admission will be by ticket only. Tickets 
must be obtained not later than the Saturday 
preceding the meeting. The price of the lunch- 
eons will be $0.50 and of the dinners $1.50. For 
clinic, luncheon and dinner tickets apply to the 
Chicago Medical Society, 30 North Michigan 
Avenue, Chicago, Phone Central 3026. 

All members of the Illinois, Wisconsin, Iowa, 
Indiana, Michigan and other State Medical So- 
cieties are cordially invited to attend these all 
day programs, 

The detailed program for Wednesday, October 18, 
is as follows: 


9:00 A. M. to 1:00 P. M. Clinics at the Cook County 
Hospital. 

1:00 P. M. Luncheon at the Progressional Schools 
Y. M. C. A., Congress and Wood streets. 

2:00 P. M. to 4:00 P. M. Clinics at the Cook County 
Hospital. 

6:30 P. M. Dinner at the Chicago Woman’s Club. 

8:30 P. M. The Treatment of Skull Fracture—Harry 
E. Mock. Discussion by Loyal E. Davis, 
Casper Epstein, Eric Oldberg, George W. 
Hall. 


Remember to get Clinic, Luncheon and Din- 
ner Tickets before Oct. 14, 1939. 


Program Committee 
Nathan S. Davis, ITI, M.D., President 
H. Prather Saunders, M.D., Secretary 
Herman L. Kretchmer, M.D. 
Charles H. Phifer, M.D. 
Austin A. Hayden, M.D. 
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SCIENTIFIC SERVICE COMMITTEE 
SOMETHING NEW IN POSTGRADUATE 
EDUCATION 


The Council of the Illinois State Medical So- 
ciety, at a recent meeting, accepted the recom- 
mendation of the “Committee to Study Post- 
Graduate Education in Illinois” and authorized 
three or four one day Conference Courses to be 
held in key cities of the state. Arrangements 
for these courses and the selection of the cities 
—one in the southern section of the state, one 
in the central and one in the northern—will be 
governed by the Scientific Service Committee. 

While details have not been perfected a con- 
ference course will probably consist of a scien- 
tific program beginning at 9:00 A. M. and run- 
ning every thirty minutes until noon and again 
from 2:00 to 5:00 P. M. with a dinner meeting 
from 6:00 to 10:00 P. M. 

In this way approximately fifteen subjects will 
be covered in one day. The speakers and sub- 
jects will be selected by the Councilors in the 
respective district and the local county secre- 
taries in conjunction with the Scientific Service 
Committee. These meetings will be open not 
only to members of the local county society, but 
neighboring counties as well. 

A detailed report concerning the location of 
these courses as well as the complete program 
of speakers and subjects will appear in the next 
issue of the JOURNAL. 

Robert 8. Berghoff, Chairman, 
Scientific Service Committee. 





PUBLIC MEETINGS OF THE 
CHICAGO MEDICAL SOCIETY 


The Chicago Medical Society is planning a 
series of public meetings to be held at the Chi- 
cago Woman’s Club Theater on Eleventh Street 
near Michigan at 8:30 P. M. on the first Wednes- 
day of each month from October through April. 
Topics of popular interest and importance will 
be presented by members and guests of the So- 
ciety who have a thorough knowledge of the 
subject and the ability to give an address that 
will inform and at the same time entertain their 
audience. Seats on the main floor of the theater 
will be reserved until 8:25 P. M. for holders of 
tickets. Those remaining vacant on the floor 
at that hour and the seats in the balcony will 
be open to the general public. Tickets may be 
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obtained free on application to the office of the 
Chicago Medical Society, 30 North Michigan 
Avenue, Chicago, or through your doctor. You 
may apply for tickets admitting to individual 
meetings or to the whole series. 

The program for this series of meetings fol- 
lows. When only the topic is announced it is 
because the speaker has not been definitely se- 
lected. 

October 4, 1939. “Are You and Your Children Being 
Exposed to Tuberculosis ?” 

“Where to Find Tuberculosis’—W. H. Tucker, 
M. D., Health Commissioner of Evanston. 

“How to Find Tuberculosis’—R. G. Block, M. D., 
University of Chicago, School of Medicine. 

“How to Treat Tuberculosis”—J. A. Britton, M. D., 
Northwestern University Medical School. 

November 1, 1939—“Famous Madcaps of History”— 
Winfred Overholser, M. D., St. Elizabeth’s Hospital, 


Washington, D. C. 
December 6, 1939--“The National Health Program 


and Public Health.” 

January 3, 1940—“When Smallpox Comes’—Victor 
J. Heiser, M. D., New York. 

February 7, 1940—A Joint Meeting With the Chi- 
cago Heart Association. 

March 6, 1940—A Joint Meeting With the Cancer 
Committee of the Chicago Woman’s Club. 

April 3, 1940—‘“Infectious and Contagivus Diseases 
and Their Relation to Chronic Disease”—Archibald 
Hoyne, M. D., and George H. Coleman, M. D. 

In addition to this series of meetings at the 
Chicago Woman’s Club Theater the Society is 
sponsoring public meetings on the economic as- 
pects of medicine to be held in its Branches un- 
der the auspices of the Society, the Branch and 
in some instances of some local organization. A 
debate is being arranged that will be held at the 
Nichols School Auditorium in Evanston under 
the auspices of the Society, its Evanston Branch 
and the Lincoln School Association of Parents 
and Teachers which will be heid on November 
7, 1939. A joint public meeting with the South 
Chicago Branch. is to be held on October 29, 
1939. The dates and locations of such meetings 
and the topics and speakers will be announced 
as soon as definite arrangements are made. Some 
of these meetings in the Branches will be in the 
form of debates, others round table discussions 
and others addresses followed by open forums. 

Program Committee 


N.S. Davis, III, President H. L. Kretschmer 
H. P. Saunders, Secretary C. H. Phifer 
A. A, Hayden 
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UNITED STATES CIVIL SERVICE EXAMI- Subjects Weights 
NATIONS 1. Practical questions in nursing (written)...... 50 
Medical Guard-Attendant, $1,620 a Year 2. Education, experience, and fitness............. 50 
6 Oe © eA Se REREAD PY orm: ee. 100 


Medical Technical Assistant, $2,000 a Year 
Optional Branches (Medical Technical Assistant) 
1. Clinical Laboratory Technique. 

2. Pharmacy. 

3. X-ray Laboratory Technique. 

U. S. Public Health Service, Mental Hygiene Divi- 
sion, Federal Security Agency. 

Applications must be on file with the United States 
Civil Service Commission at Washington, D. C., not 
later than the following dates— 

(a) October 23, 1939, if received from States other 
than those named in (b) below. 

(b) October 26, 1939, if received from the following 
States: Arizona, California, Colorado, Idaho, Montana, 
Nevada, New Mexico, Oregon, Utah, Washington, 
Wyoming. This additional period is granted (because 
of the longer time required in transit) for receipt of 
applications from persons actually in the States named 
in (b) at the time of filing application. 





The United States Civil Service Commission an- 
nounces open competitive examinations for the posi- 
tions named above to be held at any of the places listed 
hereon. Vacancies in these positions in the field, and 
vacancies in positions requiring similar qualifications 
will be filled from these examinations, unless it is 
found in the interest of the service to fill any vacancy 
by reinstatement, transfer, or promotion. The salaries 
named above are subject to a deduction of 34 percent 
toward a retirement annuity. 

A further deduction, not to exceed $300 a year, will 
be made for quarters, subsistence, and laundry when 
furnished by the Government. 

Employment lists—Permanent employes 1n the clas- 
sified service will, upon earning a passing mark in 
these examinations, have their names placed upon a sep- 
arate list- of eligible Government employes, which list 
may be certified separately to fill appropriate vacancies 
in accordance with the civil-service rules 

Duties—Medical Guard-Attendant—Under immedi- 
ate supervision, to perform tasks concerned with the 
care, treatment, and custody of Federal prisoners in- 
cluding those who are mentally irresponsible or ad- 
dicted to the use of habit-forming drugs. 

Medical Technical Assistant—To perform duties of 
medical guard-attendant, and in addition perform, under 
immediate supervision, duties involving a_ practical 
working knowledge of at least one of the above named 
optional branches. 

Basis of ratings.—Competitors will be rated on the 
subjects listed below, which will have the relative 
weights indicated, In Subject 2, competitors will be 
rated on the extent of their education, and on the ex- 
tent and quality of their experience relevant to the 
duties of the position applied for, and on their fitness, 
such ratings being based upon competitors’ sworn state- 
ments in their applications and upon corroborative 
evidence. 


Time required—About 3% hours be required for the 
examination in Subject 1. 

Ratings required—In Subject 1, nonpreference com- 
petitors must attain a rating of at least 70, competitors 
granted military preference a rating of at least 65, ex- 
cluding preference credit, and competitors granted dis- 
ability preference a rating of at least 60, excluding pref- 
erence credit; otherwise the remaining subject will not 
be rated. In addition, all competitors must attain in the 
whole eaxmination an average percentage of at least 
70, including preference credit, if any. 

Statements concerning qualifications will be verified 
by the Commission; exaggeration or misstatement will 
be cause for disqualification. 

Application forms.—The necessary forms may be ob- 
tained from the Secretary, Board of United States Civil 
Service Examiners at any first-class post office (includ- 
ing the places listed hereon), from the United States 
Civil Service Commission, Washington, D. C., or from 
the United States Civil Service district office, at any of 
the cities given below (the title of the examination de- 
sired should be stated) : 

Atlanta, Ga., New Post Office Building. 

Boston, Mass., Post Office and Courthouse Building. 

Chicago, Ill., New Post Office Building. 

Cincinnati, Ohio, U. S. Post Office and Courthouse. 

Denver, Colo., Post Office Building. 

New Orleans, La., Coustomhouse. 

New York, N. Y., Federal Building, Christopher 
Street. 

Philadelphia, Pa., Tenth Floor, Gimbel Building. 
Seattle, Wash., Federal Office Building. 

St. Louis, Mo., New Federal Building. 

St. Paul, Minn., U. S. Post Office and Customhouse. 

San Francisco, Calif., Federal Office Building. 

Honolulu, T. H., Federal Building. 

Balboa Heights, Canal Zone, Secretary, Board of 


United States Civil Service Examiners. 

San Juan, P. R., Chairman, Puerto Rican Civil Serv- 
ice Commission. 

The exact title of the examination desired, as given at 


the head of this announcement, should be stated in the 
application form. 





EQUAL STANDARDS FOR ALL 


The influx of foreign physicians into this country, 
and particularly into this state, lends special importance 
to recent decisions of the appellate division of the New 
York Supreme Court. In one case, Doctor G. E. De 
Luca, an Italian physician, had requested the New 
York Board of Regents to indorse his Italian license. 
This the Regents refused to do without examination on 
the grounds that there is considerable uncertainty as to 
the standards of many European colleges today. Dr. 
De Luca appealed from their decision. Another ruling 
concerned two physicians who demanded indorsement 


of their German licenses after failing in the New York 
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State Board Examination. In both cases the Court held 
that the Regents are within their rights in requiring 
foreign applicants to take the regular State Board Ex- 
amination in order to obtain a license to practice here. 

The decay of educational standards in certain Euro- 
pean countries today is undeniable. New York State 
requires its own citizens to undergo an exacting training 
to practice medicine. It cannot be expected to license 
foreign graduates without first making sure of their 
qualifications. 

As the opinion written by Justice Heffernan sets 
forth, “The State has the right to demand that those 
who seek to practice medicine and surgery . . . shall 
pass a satisfactory examination as evidence of skill and 
competency. Such a requirement is neither unreason- 
able or discriminatory.” 





MICHAEL M. DAVIS AND THE COMMITTEE 
OF PHYSICIANS 

In the current issue of Survey—the midmonthly for 
September, 1939—appears an article entitled ‘“Sena- 
tors, Doctors and National Health,” by Michael M. 
Davis, chairman of the Committee on Research in 
Medical Economics, Inc. The Committee on Research 
in Medical Economics, Inc., readers will remember, is 
conducted with a matter of $135,000 donated by the 
Rosenwald Foundation as its final contribution in the 
medical economics field. Mr. Michael M. Davis is, for 
five years, to undertake studies in the field of medical 
economics, where his interests and his invitations lead 
him, His article, which occupies one page of the Sur- 
vey, is apparently a review of the perliminary report 
of the subcommittee of the Senate Committee on Edu- 
cation and Labor. Mr. Davis presumably speaks 
strongly for the so-called Committee of Physicians and 
bitterly if not sneeringly about the American Medical 
Association, He urges popular groups to realize that 
the physicians of this committee will work with them 
toward a common goal. The Committee of Physicians 
has not made public for some time any information 
concerning its official personnel, its financial status, the 
methods by which its conclusions are reached or the 
extent to which the original signers, that is the 430, 
or the subsequent signers, participate either in drawing 
up or approving its conclusions. Such information 
would undoubtedly be of value to the medical profes- 
sion in its evaluation of the significance of the actions 
taken and the propaganda circulated by this body. By 
most physicians the testimonial of Mr. Michael M. 
Davis will not be considered an endorsement.—JA.M.A. 





CLINICAL SECTION OF THE CHICAGO 
HEART ASSOCIATION 

The Clinical Section of the Chicago Heart Associa- 
tion will have its first meeting at Michael Reese Hos- 
pital at 9:00 A, M. on Friday, October 27, 1939. The 
group of clinicians and investigators on the staff of 
the hospital will present some of their recent clinical 
and experimental work. Dr. Soma Weiss, the Pro- 


jessor of Medicine at Harvard, who is to address the 
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Chicago Society of Internal Medicine and the  Insti- 
tute of Medicine that evening, has agreed to be pres- 
ent and take part in the discussion. 

Subsequent meetings of the Clinical Section of the 
Heart Association will be held each month at one of 
the heart clinics of the city that all may learn of the 
work being done in Chicago. The day and time of 
the meetings will vary to enable the host clinic to 
entertain us at the time at which they regularly as- 
semble. 

Those who are interested in receiving notices of 
meetings, communicate with Clayton J. Lundy, Sec- 
retary of the Clinical Section, Chicago Heart Asso- 
ciation, 203 N. Wabash Avenue, Chicago. 

The program for the October 27 meeting is as fol- 
lows: 

The first meeting will be held at the Rothschild 
Auditorium, Friday, October 27, 1939, from 9:00 A. M. 
to 12:00 Noon. 

PROGRAM 


1—Opening Remarks—Dr. N. S. Davis, III. 

tl—-The Heart ir Pregnancy—Dr. Phil Daly (10 min.). 
Comments—Dr. Edwin DeCosta (5 min.). 

IlI—Recent Concepts in Arteriosclerotic Heart 
Disease. 


Case Presentations 

a. Heart Block and Syncope—Dr. Sylvan Robert- 
son (10 min.). 
Discussion—Dr. Soma Weiss (10 min.). 

b. Cardiac Aneurysm—Dr. William Brams (10 
min.). 

c. Experimental Observations on Coronary 
Sclerosis and Cardiac Hypertrophy—Dr. 
Alexander Sanders (10 min.). 


Intermission 


IV—Defictency States and Their Relationship 

to Heart Disease 

Case Presentation—Dr. J. I. Ritter (10 min.). 

Discussion—Dr. Soma Weiss (10 min.). 

Recent Pharmacological Observations on Cir- 
culation 

Prostigmin in Peripheral Vascular Disease 
—Dr. Samuel Perlow (10 min.). 

Mechanism of the action of Digitalis in Heart 
Failure—Dr. Louis Katz (10 min.). 

Discussion—Dr. Soma Weiss (5 min.). 

Intermission 


Vi—-Healing m Subacute Bacterial Endocarditis 
Presentation of a Case—Dr. W. C. Bucbinder (10 
min.). 


Discussion—Dr. Philip Rosenblum (5 min.). 


Intermission 


VII—Clinical Pathological Conference (40 min.). 
Presentation of Case—Dr. Sidney Strauss (5 min.). 
Analysis of Case—Dr. Soma Weiss (10 min.). 
Presentation of Pathological Material—Dr, Otto 

Saphir (15 min.). 
Discussion (10 min.). 
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At the close of each section a short time will be al- 
lowed for comments. 
Organization Committee 
N. S. Davis, III, Acting Chairman 
W, A, Brams 
G. K. Fenn 
Clayton J. Lundy, Acting Secretary. 





EXAMINATIONS — AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 
The written examination and review of case histories 


(Part I) for Group B candidates will be held in the 


various cities of the United States and Canada on 


Saturday, January 6, 1940, at 2:00 P. M. Formal notice 


of the place of examination will be sent each candidate 


several weeks in advance of the examination date. No 
candidate will be admitted to examination whose exam- 
ination fee has not been paid at the Secretary’s Office. 
Candidates who successfully complete the Part I exam- 
ination proceed automatically to the Part 11 examina- 
tion held in June, 1940. ; 
Candidates for reexamination in Part 1 (written 
paper and submission of case histories) must request 
such reexamination by writing the Secretary’s Office 


not later than November 15, 1939. Candidates who are 


required to take reexaminations must do so before the 


expiration of three years from the date of their original 
examination. 

The general oral and pathological examinations (Part 
Il) for all candidates (Groups A and B) will be con- 
ducted by the entire Board, meeting in Atlantic City, 
N. J., on June 8, 9, 10 and 11, 1940, immediately prior 
to the annua) meeting of the American Medica) Asso- 
ciation in New York City. 

Application for admission to Group A, Part II ex- 
aminations must be on file in the Secretary’s Office not 
later than March 15, 1940. 


After January 1, 1942, there will be only one classi- 


fication of candidates, and all will be required to take 


the Part I and Part II examinations. 
For further information and application blanks, ad- 


dress Dr. Paul Titus, Secretary, 1015 Highland Build- 


ing, Pittsburgh (6), Pennsylvania. 


Yours very truly, 


Paul Titus, Secretary. 





FIRST ANNUAL SYMPOSIUM FOR 
INDUSTRIAL NURSES 


presented by 
DEPARTMENT OF PUBLIC HEALTH, 
STATE OF ILLINOIS 
A. C. Baxter, M. D., Director 


Division of Industrial Hygiene 
and 
Division of Child Hygiene and Public Health Nursing 
DATES: October 26, 27, 28, 1939, 
PLACE: UNIVERSITY OF ILLINOIS MED- 
ICAL SCHOOL, 1853 WEST POLK STREET, 
CHICAGO 
COLLABORATING ORGANIZATIONS 
Chicago Industrial Nurses Association 


Greater Chicago Safety Council 
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Illinois Manufacturers’ Association 


American Industrial Hygiene Association 


American Medical Association 


University of Illinois Medical School 


PROGRAM 
Thursday, October 26, 1939 


Registration—(No Registration Fee)— 


University of Illinois, College of Medi- 


cine, 1853 West Polk Street, Chicago. 


Presiding—Dr. C. C. Applewhite, Re- 


gional Consultant U. S. Public Health 
Service, Chicago. 

Address of Welcome—Dr. D. J. Davis, 
Dean, College of Medicine, University 


of Illinois. 


1:00 P.M. 


700 P.M. 


w 


“Modern Trends in Industrial Nursing 
Services’—Miss Johanna _ Johnson, 


R. N., Supervisor, Nursing Service, 
Eemployers’ Mutuals Insurance Co., 


Wausau, Wis. 
2345 P.M. “As the 


Health Views the Industrial Nurse’— 
Miss Maude B. Carson, R. N., Chief 


State Department of Public 


Supervising Nurse, Illinois State De- 
partment of Public Health, Springfield. 


“The Role of the University in the Pre- 
paration of the Industrial Nurse”’— 
(Speaker to be announced). 

“The Viewpoint of the American Medi- 


cal Association”’—Dr. Carl M. Peter- 
son, Secretary, Council on Industrial 


Health, American Medical Association, 
Chicago. 


3:45 P.M, 


Discussion—30 minutes. 
Friday, October 27, 1939 

Plant Visits—(3 groups, number lim- 
ited). 

Crane Company, 4200 South Kedzie Ave- 
nue, Chicago, 

Western Electric Company, Cicero and 
gand Street Chicago, 

International Harvester Company, 26th 
and Blue Island Avenue, Chicago. 

Afternoon Session 
Presiding—Mr. Warren A. Cook, Presi- 


dent-elect, American Industrial Hy- 
giene Association. 


10:00 A.M. 


2:00 P.M. “What the Nurse Should Know About 
the Compensation Law’-—Hon. Peter J. 
Angsten, Chairman, Industrial Commis- 
sion of Illinois. 

2:30 P.M. “New Developments in the State Depart- 


ment of Public Health Through the So- 
cial Security Act”—Dr. Grace Wight- 
man, Chief, Division of Child Hygiene 
and Public Health Nursing, Illinois 
State Department of Public Health, 
Springfield, 
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3:00 P.M. 


3:30 P.M. 


4:00 P.M. 


4:30 P.M. 


6:30 P.M. 


9:00 A. M. 


9:30 A.M. 


10:00 A.M. 


11:15 A.M. 


11:40 A.M. 


“The Value of Records in Industry”—Dr. 


M. H. Kronenberg, Chief, Division of 


Industrial Hygiene, Illinois State De- 
partment of Public Health, Chicago. 
“Social Service Agencies and the In- 
dustrial Nurse’—Chicago Area—Mr. 
Alexander Ropchan, Secretary, Health 
Division, Council of Social Agencies, 

Chicago. 

Downstate Avea—Miss Ruth Bartlett, Il- 
linois State Department of Public Wel- 
fare, Springfield. 


Discussion—30 minutes. 


Evening Session 

Dinner Meeting—Chicago Womens Club, 
72 East 11th Street. 

Presiding—Dr, Albert C, Baxter, Direc- 
tor, Illinois State Department of Pub- 
lic Health, Springfield. 

“The Medical Director Evaluates the 
Nurse in Industry”’—Dr. Joseph H. 
Chivers, Medical Director, Crane Com- 
pany, Chicago. 

“The Nurse’s Value to Industry from the 


Employer’s Viewpoint” — Mr. WHarry 
Guilbert, Director, Safety and Com- 
pensation, The Pullman Company, Chi- 
cago. 

“Opportunities for Health Education in 
Industry’— Mr. B. K. Richardson, 
Chief, Division of Public Health In- 
struction, Illinois State Department of 
Public Health, Springfield. 


Saturday, October 28, 1939 
Presiding—Dr, Lloyd Arnold, Professor, 


Department of Bacteriology and Pub- 
lic Health, University of Illinois, Col- 


lege of Medicine. 


“The Industrial Nurse as a Teacher of 


Nutrition”—Miss Leone Pazourek, Nu- 
tritionist, Lllinois State Department of 


Public Health, Springfield. 

“Personnel Problems and the Industrial 
Nurse”—(Speaker to be announced). 

“The Communicable Disease Problem in 
Industry.” 

“Pneumonia”—Dr. H. A. Lindberg, Di- 
rector, Section on Pneumonia Control, 
Illinois State Department of Public 
Health, Chicago, 

“Tuberculosis’—Dr. Ellis 
Consultant, Chicago. 


“Venereal Disease’—Dr. Albert E. Rus- 
sell, U. S. Public Health Service, Chi- 


B. Freilich, 


cago. 
“Summation”—Mrs. Corrine R. Robin- 
son, R. N., Consulting Nurse, District 
1, Illinois State Department of Pub- 


lic Health, Chicago. 


Discussion—20 minutes. 
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WOMAN’S AUXILIARY TO THE ILLINOIS 


STATE MEDICAL SOCIETY, 1939-1940 


ADVISORY COMMITTEE 


Dr. Charles S. Skaggs, chairman, 513A Missouri 
Avenue, East St. Louis, Ill. 


Dr. John R. Neal, Abraham Lincoln Hotel, Spring- 
field, Ill. 

Dr. N. S. Davis, III, 700 Michigan Avenue, Chicago, 
Mm. 

Dr. Harold M. Camp, Monmouth, II. 

Dr. Edwin S. Hamilton, 258 E. Court Street, Kan- 
kakee, Ill. 

Parliamentarian—Mrs. 


Avenue, River Forest, Ill. 
OFFICERS 


President—Mrs. Charles C. Winning, 3000 Audubon 


Place, East St. Louis, Ill. 
President-Elect—Mrs. H. J. Dooley, 


Avenue, River Forest, Ill. 
First WVice-President—Mrs. 


Avenue, East, Princeton, III. 
Second Vice-President—Mrs. 
W. 107th Place, Chicago, IIl. 
Third Vice-President—Mrs. 
Conron, Danville, Ill. 
Corresponding Secretary—Mrs. 
State Street, East St. Louis, Il, 
Recording Secretary—Mrs. V. 
Williams Street, Joliet, Ill, 


Treasurer—Mrs. FE. G. 
Street, Pontiac, Ill, 


Lucius Cole, 1117 Lathrop 


706 Keystone 


M. A. Nix, 203 Park 


A. F. Gareiss, 2328 


D. Dickerson, 209 E. 


C. C. Kane, 8521 


M. Seron, 1806 N. 


Beatty, 621 W. Lincoln 


COUNCILORS 


First District—Mrs. A. E. McCornack, 265 Hamilton 
Avenue, Elgin, Ill, 

Second District—Mrs. C. R. Bates, Ladd, Ill. 

Third District—Mrs. J. P. Simonds, 25 E. Walton 


Place, Chicago, Ill.; Mrs. A. H. Brumback, 1503 Jack- 
son Boulevard, Chicago, Ill.; Mrs. W. J. Wanninger, 


7427 Colfax Avenue, Chicago, Ill. 
Fouth District—Mrs. Kenneth C. Baker, 1225 Cherry 


Street, Galesburg, Ill. 

Fifth District—Mrs. Harry Otten, 1417 Park Ave- 
nue, Springfield, Ill. 

Sixth District—Mrs. Walter Whitaker, Main Street, 
Quincy, IIl. 

Fighth District—Mrs. A. F. Dietrich, Fithian, Ill. 

Ninth District—Mrs, E. W. Burroughs, Box 114, 
Ridgway, III. 

Tenth District—Mrs, C, C, Kane, 8521 State Street, 
East St. Louis, Il. 

Eleventh District—Mrs. Mat Bloomfield, 956 West- 
ern Avenue, Joliet, Ill. 

CHAIRMEN OF STANDING COMMITTEES 

Organization—Mrs. H. J. Dolley, 706 Keystone Ave- 
nue, River Forest, Il. 

Press and Publicity—Mrs. C. W. Stuart, 330 N. 
Austin Boulevard, Oak Park, Iif. 

Legislation—Mrs. Harry Otten, 1417 Park Avenue, 
Springfield, Ill. 
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Printing—Mrs. William Raim, 178 N. Euclid Avenue, 
Oak Park, IIl. 

Program—Mrs. C. Otis Smith, 1031 Forest Avenue, 
Oak Park, Iil. 

Public Relation—Mrs. Frank Murphy, 2567 E. 72nd 
Place, Chicago, Ill. 

Revisions—Mrs. R. K. Packard, 6901 Paxton Avenue, 
Chicago, Ill. 

Hygeia—Mrs. W. J. Wanninger, 7427 Colfax Ave- 
nue, Chicago, II. 

Finance—Mrs. F. P. Hammond, 6020 Drexel Ave- 
nue, Chicago, Ill. 

Archives—Mrs. Reid Owen Howser, 304 N. Lom- 
bard Avenue, Oak Park, III. 

Hostess—Mrs. A. H. Brumback, 1503 W. Jackson 
Boulevard, Chicago, III. 

Benevolence Fund—Mrs. Hebert B. Henkel, 2135 
Wiggins Avenue, Springfield, Ill. 

Credentials and Registration—Mrs. M. A. Nix, 203 
Park Avenue, East, Princeton, IIl. 

Concention— Mrs. Milo Easton, Chairman, 219 
Barker Avenue, Peoria, Ill.; Mrs. John P. Crotty, Co- 
Chairman, 734 Vogel Place, East St. Louis, III. 





WOMAN’S AUXILIARY 


Dear Auxiliary Members: 

Along with the deep sense of appreciation of the 
honor you have conferred upon me, comes the real- 
ization of the serious responsibilities that go hand in 
hand with the office of State President. 

It is with humility and unselfishness, and also an 
eagerness to maintain the high standards of my pre- 
decessors in this office, that I hope to serve you. 

No structure can be built from the roof down, but 
to endure must be painstakingly, and slowly built from 
the foundation. So has our Auxiliary grown, from 
cautious, unselfish, and careful planning throughout the 
years to an Organization that not only serves the 
Medical Profession, but shines forth as a medium to 
help humanity acquire the greatest of all assets—GOOD 
HEALTH—and a better understanding amongst the 
laity of what the American Medical Association stands 
for and its principles. 

While other countries are at war, this great Organ- 
ization, of which we are a part, is valiently striving to 
uphold the wholesome principles of a nation that has 
ranked first always for the medical care of its people. 

To better serve the Medical Profession, and the 
laity, it is logical to assume that every Physician’s 
wife must become an Auxiliary member, and every 
auxiliary member must be an informed, and actively 
working unit to secure and maintain an effective pro- 
gram. Thus only can we mold public opinion, and 
disseminate knowledge and truth about medicine, and 
medical practice to uniformed groups, who are laboring 
under ignorant and political influence. 

In our efforts to educate the laymen to interpret 
sound medical facts, our outstanding aid is Hygeia, 
American Medical Association’s only publication, which 
serves as a medium between the doctor and the layman. 

I am appealing te every auxiliary member to sub- 
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scribe to Hygeia, and also to make Illinois the leading 
state for Hygeia subscriptions this year. 

To our Public Relations Committees, which in my 
opinion holds the progress, and furtherance of the pub- 
lic’s education in their hands, I beg to remind you 
that you must at all times work under the direction 
and supervision of your County Advisory Committee, 
and to use only the suggestions and material that will 
come to you from your State Chairman of Public 
Relations, Mrs. Frank Murphy. Let each public rela- 
tions committee adopt the slogan—‘‘We must be tact- 
ful,” as much harm can come from tactless procedure 
with the public. 

It is my sincere desire that I may have the privi- 
lege of a personal contact with each county auxiliary 
at some time during the coming year, as it is through 
closer relationships that we accomplish the most good. 

May your confidence in me, and my faith in you, 
make the coming year an outstanding one, that will 
be characterized by service and progress. 

Mrs. Charles Crain Winning, 
President, Woman’s Auxiliary to the Illinois 
State Medical Society. 





INTERNATIONAL ASSEMBLY 
INTER-STATE POSTGRADUATE MEDICAL ASSOCIATION OF 
NortH AMERICA 


This year’s International Assembly of the Inter-State 
Post-Graduate Medical Association of North America 
will be held in the Palmer House, Chicago, October 
30, 31, November 1, 2 and 3. 

The Chicago Medical Society will be host to the 
Assembly and has arranged an excellent list of com- 
mittees which will function throughout the Assembly. 

The officers of the Association and those of the Chi- 
cago Medical Society and the State Medical Society 
of Illinois extend a very cordial invitation to all mem- 
bers of the profession in good standing to attend the 
Assembly. 

The high standing of the medical profession of Chi- 
cago, combined with the unusual clinical facilities of 
its great hospitals and excellent hotel accommodations, 
make this city an ideal place in which to hold the 
Assembly. 

A full program of scientific and clinical sessions will 
take place every day and evening of the Assembly, 
starting each morning at 8:00 o’clock. 

In the neighborhood of eighty distinguished teachers 
and clinicians from different parts of the United States 
and Canada are honoring the Assembly by contributing 
to the program. The speakers and subjects have been 
carefully selected by the program committee so as to 
give the members of the medical profession in attend- 
ance an intensive week of the highest type of postgrad- 
uate medical study. 

Pre-assembly and post-assembly clinics will be con- 
ducted free of charge in the Chicago hospitals the 
Saturdays previous and following the Assembly; that 
is, October 28 and November 4. All members of the 
profession are cordially invited to attend these clinics. 
Advanced information regarding the attendance at these 
clinics is greatly desired by the Committee on Ar- 
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rangements; therefore, if you expect to attend, it will 
be deeply appreciated if you will so inform the Man- 
aging Director as early as possible. If you have pref- 
erence for any particular Chicago clinician or hospital, 
please so state. 

Programs for the pre-assembly clinics may be ob- 
tained at the desk in the Palmer House any time dur- 
ing Friday, October 27, and Saturday morning, Octo- 
ber 28, and those for the post-assembly clinics may be 
secured at the registration desk of the Assembly at 
the Palmer House, Friday, November 3. 

Excellent scientific and commercial exhibits of great 
interest to the medical profession will be an important 
part of the Assembly. These exhibits will be open to 
members of the medical profession in good standing 
without paying the registration fee. 

The registration fee for the scientific and clinical 
sessions will be $5.00. 

The members of the profession are urged to bring 
their ladies with them, as a very excellent program 
is being arranged for their benefit by the Ladies’ Com- 
mittee. Chicago has many places of interest which 
will make this year’s program especially attractive to 
them. 

Members of the profession who can possibly arrange 
to attend the Assembly cannot afford to miss it. 

If you have not received a program or desire spe- 
cial information regarding the Assembly, please write 
to the Managing Directors’ office, Freeport, Illinois. 

Dr. George W. Crile, President and Chairman 
of Program Committee, Cleveland, Ohio. 
Dr. Chevalier Jackson, President-Elect, Phila- 
delphia, Pa. 
Dr. William B. Peck, Managing Director, Free- 
port, Illinois. 
Dr. James H. Hutton, President, Illinois State Med- 
ical Society, Chicago, Tilinois. 
Dr. Nathan S. Davis, III, President, Chicago Med- 
ical Society, Chicago, Illinois. 
Dr. Frank F. Maple, President-Elect, Illinois State 

Medical Society, Chicago, Illinois. 

Dr. H. Prather Saunders, Secretary, Chicago Med- 
ical Society, Chicago, Illinois. 
Dr. Robert H. Hayes, General Chairman, Chicago 

Committees, Chicago, Illinois. 





SHIPMENT OF GOVERNMENT-OWNED 
RADIUM 

Anneuncement of the first shipment of Govern- 
ment-owned radium which is being loaned to various 
hospitals has been made by the National Cancer In- 
stitute of the United States Public Health Service. 

Shipments were made of 250 milligrams to the Med- 
ical College of Virginia at Richmond, of 200 milli- 
grams to the Albany Medical College at Albany, New 
York, and of 50 milligrams to the Misericordia Hos- 
pital, Philadelphia, Pennsylvania. Other shipments are 
planned for the near future. 

The radium was prepared for shipment by the Bu- 
reau of Standards by being placed in special lead 
containers sufficiently thick to prevent dangerous and 
destructive radio emanations. 
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In announcing the first shipment of radium, the Sur- 
geon General of the Public Health Service stated that 
the entire supply of radium owned by the National 
Cancer Institute (912 grams, valued at $200,000) has 
now been allotted and no more applications can be 
accepted until additional radium is made available to 
the Cancer Institute. Eight grams are being loaned 
to hospitals which are properly equipped to treat can- 
cer patients. The remaining 14% grams will be used 
by the Cancer Institute for Research and for the treat- 
ment at the cancer clinic of the Baltimore Marine 
Hospital of Service beneficiaries who are victims of 
the disease. 





WILLIAM TAYLOR REPLACES JOSEPHINE 
ROCHE 


Miss Josephine Roche, well known by reputation to 
all of us, first gained national notoriety when she set 
out to create a new era in industrial relations in Colo- 
rado by reforming the policies of the Rocky Mountain 
Fuel Company, of which she became president and gen- 
eral manager. According to her own admission, that 
company has now developed an acute and precarious 
financial condition. To save it from bankruptcy, Miss 
Roche has ben ousted from control. Mr. Taylor, 
a successful business man, has been called in to at- 
tempt a reorganization.—Bulletin Fulton County Med- 
ical Society. 





MALFORMED BABIES LIKELY TO REPEAT 
(Copyright, 1939, by Science Service) 


Edinburgh.—The mother of a congenitally malformed 
child is approximately 25 times more likely to have 
another malformed offspring than is the average mother 
in the general population, Dr. Douglas P. Murphy 
of the University of Pennsylvania’s School of Medicine 
told the Seventh International Congress of Genetics 
here. 

As the result of an extensive investigation of nearly 
1,500 cases of congenital defects and over 500 success- 
ful interviews of mothers in such cases, Dr. Murphy 
was able to show that there is real danger of malformed 
children if defective offspring have already been born 
to the parents. 

One reason the investigation was undertaken by Dr. 
Murphy and his medical students was that a colleague, 
asked by parents of a “monster” baby whether sub- 
sequent offspring were likely to be malformed, an- 
swered “no” according to the best knowledge avail- 
able, and yet the next offspring turned out to be a 
monster. 

Dr. Murphy found that parents of malformed chil- 
dren suffer from varying degrees of reproductive. in- 
efficiency, of which the birth of a malformed child is 
only one expression. There is a long period of rel- 
ative sterility which precedes the birth of the mal- 
formed member of the family. Fifth and subsequent 
children are more likely to be malformed than the 
first four children, the chances increasing with the 
number of children, Dr. Murphy found. 
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EVERYTHING IS GETTING TOO DAMN 
CONVENIENT! 


About the time Roosevelt started his “alphabet soup” 
cure all for our economic troubles, the pharmaceutitcal 
manufacturers started their alphabet Vitamin business. 
The ordinary physician has to go to the grade school 
to learn his A B Cs. Howinell did you all survive 
before we learned about these unseen vitamins? The 
obstetricians will soon be delivering the new born in 
cellophane. These mothers have their babies whether 
they like it or not. All this hospital business seems 
unnecessary to those of us who were “brought in the 
world” by the well known midwife. DeLee states that 
there is a higher mortality rate on the hospital born 
than on the house born infants, both in maternal and 
baby welfare figures. Better get back to the old time 
common sense of treating a patient and not a lot of 
symptoms. There is so much “scientific work” done 
on a patient that he becomes moribund before the 
interne is satisfied with the attending physician’s chart 
record. Maternal welfare clubs must be O.K. How- 
ever, the mothers of those belonging to maternal wel- 
fare clubs seemed to prosper. We might better start 
“A Physicians’ Welfare Club.” It seems as if we are 
anxious to look after everybody but ourselves. If this 
Socialized Medicine goes through we should join the 
C. I. O. and get the recognition that a plumber gets. 
We need a few “strong arm” men to further our in- 
terests. Instead of a medical society, we need a union. 
Stop this drug store counter prescribing and treat- 
ment, stop this barber shop advice. The doctors have 
always “given everything away.” Let’s organize a 
union.—St. Clair County Medical Bulletin. 





THE BUSINESS MAN’S PRAYER 


Oh Lord, I acknowledge Thy existence and the ex- 
istence of a lot of other things, less godly, which I can 
overcome only with Thy help and the help of my own 
backbone. I fully realize that on all hands are invisible 
forces, which seek my destruction, and that, if I am to 
come through unscathed, I must fight every inch of the 
way. 

Give me strength to lightly bear my burden of living, 
and to smile till my burden becomes a joy, for verily 
this is the secret of all earthly gladness. 

Teach me that sixty minutes make one hour, sixteen 
ounces one pound, and one hundred cents one dollar. 

Help me to live so that I can lie down at night with 
a clear conscience, without a gun under my pillow, and 
unhaunted by the faces of those to whom I have 
brought pain. 

Grant, I beseech Thee, that I may earn my meal 
ticket on the square, and in the doing thereof that I 
may not stick the gaff where it does not belong. 

Deafen me to the jingle of tainted money and the 
rustle of unholy skirts. 

Blind me to the faults of the other fellow, but reveal 
to me mine own. 
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Guide me so that each night when I look across the 
dinner table at the wife, who has been to me a blessing, 
I will have nothing to conceal. 

Keep me young enough to laugh with my children 
and to lose myself in their play. 

And then when there comes the smell of flowers, the 
tread of soft steps, and the crunching of the hearse’s 
wheels in the gravel out in front of my place, make the 
ceremony short and the epitaph simple—‘Here Lies 
a Man.”—Homer McKee. 





EARLY MEDICAL SCHOOLS: DOCTOR 
SIGNERS 


The Medical College of Philadelphia, today a part 
of the University of Pennsylvania, was formed in 1765; 
the King’s College Medical Department, today’s 
Columbia, was founded in 1768; and Harvard had its 
first medical school in 1782. In 1768, the first medical 
degree, that of a B.M., was given to ten medical 
students at Philadelphia Medical College; the first 
M.D. was given to two students at King’s College 
in 1770. 

The first public hospital was opened in Philadelphia 
in 1752. New York Hospital was ready for occupancy 
in 1776. The first medical societies were formed: State 
Medical Society of New Jersey in 1766, and Delaware 
State Medical Society in 1776. 

Five doctors signed the Declaration of Independence: 
Joshua Bartlett and Matthew Thornton from New 
Hampshire, Oliver Wolcott from Connecticut, Lyman 
Hall from Georgia, and Benjamin Rush from Penn- 
sylvania.—(Pharmacal Advance.) 





SLEEPING SICKNESS VACCINE IS READY 


New York—A vaccine is now ready to protect 
humans against horse “sleeping sickness” if there is an 
outbreak this summer as there was last year. Develop- 
ment of the vaccine is announced to fellow scientists 
by Dr. Ralph W. G. Wyckoff, of the Lederle Labora- 
tories at Pearl River, N. Y., in Science here. 

Vaccines that protect horses against both eastern and 
western types of this serious plague have previously 
been developed, but medical and health authorities did 
not consider these suitable for human use. Dr. Wyckoff’s 
vaccine has been prepared in a somewhat different way 
from that used for making horse vaccines. It has been 
effective in protecting laboratory animals and should, 
Dr. Wyckoff says, “be more suitable for any human 
use that may in the future be needed.” 





SPEAKING OF BIRTH CONTROL 


A spinster social worker called on a negress who had 
a family of eleven or twelve children and was expect- 
ing another. Of course she had a very difficult time 
feeding and clothing her brood and the social worker 
was moved to say, 

“Mandy, what you need is birth control.” 

“Oh, no, Miss Smith,” Mandy replied, “that’s all 
right for you but I’se married.” 
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CARCINOMA OF THE LARYNX 


L. BENNO BERNHEIMER, M. D. 
CHICAGO 


During the past three decades important ad- 
vances have been made in the surgical treatment 
of laryngeal carcinoma. Methods of direct and 
indirect inspection of the larynx have been de- 
veloped to a poiat that even direct laryngoscopy 
with biopsy is now often considered an ordinary 
office procedure. Surgical technics for the re- 
moval of laryngeal neoplasm have been standard- 
ized and perfected. Intrinsic malignant lesions 
of the larynx, operable by fissure and cordectomy, 
result in at least 80 per cent. of five-year cures, 
and 60 per cent. of those patients with intrinsic 
lesions requiring total laryngectomy are alive 
without recurrence after five years. Laryngec- 
tomized patients may even be offered a satisfac- 
tory conversational voice through the develop- 
ment of the artificial voice box. However, laryn- 
geal surgery is still major surgery, leaving the 
patient with a crippled though satisfactory voice 
and often with a permanent tracheotomy tube. 
It is well, then, for the laryngologist to consider 
recent advances made in radiologic treatment of 
this disease entity and it is the primary purpose 
of this communication to discuss them. 

The radiologic technic for the treatment of 
epidermoid carcinoma of the larynx has under- 
gone great advancement, but it is likely that 
through a more intimate and less controversial 
relationship between radiologist and surgeon, 
greater strides toward the perfection of the treat- 
ment of this entity will be made. At the Hines 
Veterans Hospital, where last year 191 epider- 
moid malignancies of the mouth, pharynx and 
larynx were admitted, 49 of which involved the 
larynx, a study of these cases was made under 
such a relationship. Every new case was ex- 
amined by Dr. Cutler, consulting radiologist, 
and myself as consulting surgeon, before any 
undertaken. Also Dr. Henri 


treatment was 


Coutard has kindly given us the benefit of his- 


In arriving at a diagnosis the usual or- 
procedures, such as careful history, 


advice. 
thodox 
serology, chest examinations, direct inspection 
of the larynx and biopsy were carried out. In 
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addition an x-ray picture was taken of each 
suspected larynx, these soft tissue pictures often 
being invaluable in aiding diagnosis: the usual 
view was a lateral one. 

Aided by these studies indications for the 
type of treatment of a given laryngeal carcinoma 
have evolved themselves and at present we are 
guided as follows: 

1. Intrinsic epidermoid carcinoma of the 
larynx with movable vocal cords is considered 
non-infiltrating and usually is treated with ex- 
ternal irradiation. These lesions are most fre- 
quently found to be undifferentiated ones, but 
with early lesions the motility of the cord has 
proven to be a more reliable indication for 
treatment than the cellular structure of the neo- 
plasm. The clinical aspects of the neoplasm 
have proven throughout to be the important de- 
termining factor for radiation, rather than the 
microscopic picture, so that we have paid but lit- 
tle attention to the laboratory grading of a 
given lesion and have disregarded other orthodox 
conceptions of radio resistance based upon the 
mere cellular structure of a given neoplasm. 
The clinician, not the pathologist, must make 
the decision between radio therapy and surgery. 

2. Intrinsic epidermoid carcinoma of the 
larynx with a fixed cord is considered infiltrating 
and is usually treated surgically. These infiltrat- 
ing lesions are usually differentiated ones, but 
again the motility of the cord has proven to be 
a much more satisfactory guide than the histo- 
pathologic picture. However, in the presence of 
undifferentiated lesions with cordal fixation, a 
therapeutic test may be made before decision 
upon the method of treatment to be employed. 
This test consists of a study of the effect of 2,000 
R units on the motility of the cord. If after 
this inadequate exposure the cord becomes freely 
movable, an adequate course of radiation may be 
considered. 

3. Primary subglottic lesions are usually 
treated surgically. Here the anatomic location of 
the lesions seems to exert an influence on the re- 
sponse of the tumor to radiation. 

4. Extrinsic lesions, either primary or due to 
extension of intrinsic disease, are irradiated. 
However, surgery is not infrequently combined 
with radiation in treating some of these extrinsic 
lesions. Block neck dissection for cervical metas- 
tasis may be indicated after the primary lesion 
has been controlled by radiation, or laryngec- 
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tomy following the regression of an extrinsic 
lesion down to the original intrinsic focus may 
at times be advisable. 

5. Intercurrent upper respiratory infections 
during radiation treatment of laryngeal carci- 
noma modify the cellular response to radiation 
in a most unfavorable manner. This is evidenced 
by pain, malaise, edema of the mucosa of the 
larynx, and inflammatory changes in the skin 
over the irradiated area. In the presence of this 
complication radiation must be terminated and 
proper surgical measures undertaken. There are, 
however, many problems as yet unsolved concern- 
ing the combination of radiotherapy and surgery. 
It is a recognized fact that previously irradiated 
tissue not alone adds to the difficulty of surgery 
because of the formation of scar tissue, and the 
tendency to increased bleeding, but that it also 
results in a crippling of the cellular response to 
healing. We are attempting at the present time 
to establish an optimum time for surgery follow- 
ing an adequate course of radiation and are also 
attempting to establish the maximum amount of 
radiation that may be given without adversely 
affecting subsequent surgical procedure. 

The technic for irradiation which is employed 
is that of the fractional method as described by 
Coutard. The factors involved are 200 kilovolts, 
1 mm. copper screening, 60 cm. distance. 150 
R units are usually given daily through either 
one or two portals. These portals are usually 6x6 
cm, at the beginning but are progressively de- 
creased as the treatment progresses, down to a 
portal of around 3x4 cm. A total dosage of be- 
tween 5,000 and 7,000 R units is usually given. 
This technic, however, is not a fixed one, the 
factors being modified by estimation of the cellu- 
lar response and by considerations of the original 
lesion. 

In conclusion: Considering our 
knowledge concerning epidermoid carcinoma of 
the larynx, two observations may be made: 1. 
There is need for close unbiased cooperation be- 
tween surgeon and radiologist. 2. The indica- 
tions for surgical treatment of a given malignant 
lesion of the larynx cannot be based solely upon 
such considerations as accessibility, mobility, and 
radiosensitivity as indicated by some laboratory 
method of grading. In making a decision the 


present 


surgeon must be aware of the importance of the 
reaction of underlying connective tissue ; he must 
be able to interpret clinical evidence of infiltra- 
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tion ; he must be able to interpret clinically cellu- 
lar response to irradiation; and, most important, 
he must make his decisions without bias. 
DISCUSSION 

Dr. Max Cutler, Chicago: I appreciate the oppor- 
tunity of discussing Dr. Bernheimer’s presentation. I 
agree with him completely upon the importance of an 
intimate and friendly collaboration between the sur- 
geon and radiologist in the diagnosis and treatment of 
laryngeal cancer. 

The question of surgery and radiation in the treat- 
ment of carcinoma of the larynx may be divided into 
the following three parts: 


1. Extrinsic carcinomas of the larynx which are 
usually highly undifferentiated and as a rule radio- 
sensitive. These tumors are admittedly inoperable both 
technically and biologically, and hence they are out- 
side the domain of surgery. 

2. Small carcinomas limited to the true vocal 
cord, which are technically operable. If the lesion 
is limited to the middle third of the cord and has 
not reached the anterior commissure, surgical removal 
gives excellent results and is the method of choice. 
Local excision of the lesion yields approximately 80 
per cent. cures in this group of cases. It is probable 
that the 20 per cent. failures in this group which is 
technically operable is due to the fact that there exists 
approximately 20 per cent. of highly undifferentiated 
carcinomas in this region. In this small group of 
cases the lesion, although technically operable, is bio- 
logically inoeprable. These lesions are composed of 
undifferentiated cells which have extended along the 
lymphatics anteriorly to the commissure or posteriorly 
to the arytenoid. This microscopic extension of disease 
cannot be detected clinically. Surgical removal of 
these lesions is commonly followed by local recurrence, 
and the surgeon is surprised to find a local recur- 
rence resulting from the removal of a lesion which 
seemed so highly favorable and so strictly operable. 
This group is radiosensitive and responds well 
to radiation therapy. It would be interesting if the 
surgical statistics segregated this group of cases and 
an attempt were made to determine whether the fail- 
ures may not be contributed to this important factor. 

3. There exists an important intermediary group 
in which a decision between surgery and radiation is 
exceedingly difficult. This difficulty may be due to 
the fact that the lesion is of borderline operability, or 
to the patient’s age or his general condition. In this 
group the individual factors in each case must be 
carefully considered. These factors are histological 
and clinical. Histologically, if the tumor is highly 
undifferentiated, it is generally radiosensitive. If the 
tumor is of an adult squamous type, it is generally 
radioresistant. A more accurate guide to radiosensi- 
tivity, however, than the histological structure, is the 
fixation or mobility of the vocal cord. The highly 
differentiated tumors are usually movable even when 
they are extensive. The differentiated forms are usually 
fixed. When a discrepancy exists between the his- 
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tological structure and the mobility of the parts, the 
latter is the more reliable sign. 

It is important to recognize that fixation may not 
be due to neoplasia but to inflammation. A moderate 
amount of radiation invariably results in a reestab- 
lishment of mobility when the fixation is due to an 
inflammatory process. This response may serve as 
an accurate and important guide in deciding between 
surgery and radiation in borderline cases. 

The decision between surgery and radiation in a 
given case of laryngeal cancer is a most delicate and 
sometimes difficult task. The responsibility of this 
decision can hardly be exaggerated. Our increased 
clinical, pathological, and radiological experience dur- 
ing the last five years permits us today to make a 
more intelligent selection in the difficult and boderline 
cases. 

Dr. Glenn Greenwood, Evanston: Successful man- 
agement of cancer of the larynx today calls for close 
cooperation on the part of the laryngologist, pathologist 
and often the roentgenologist. 

The laryngologist shoulders the responsibility of 
accurate clinical diagnosis. He should determine the 
intrinsic or extrinsic character of the lesion. If in- 
trinsic, whether it be in the middle, anterior or 
posterior third of the cord; whether the anterior com- 
missure or arytenoid area is involved; and whether 
the cord is mobile, partly mobile or immobile. Ade- 
quate biopsy material rests with him. Too often 
too little tissue is obtained and too often it is taken 
where most easily accessible. Superficial specimens 
may be papillary in character, whereas the base may be 
differentiated. 

No laryngeal new growth should be treated in any 
manner until biopsy evaluation occurs. Two of my 
cases were previously rayed without biopsy specimens. 
I believe multiple specimens of tissue should be ob- 
tained and always an effort made to secure pieces of 
tissue incorporating some seemingly normal tissue 
along with the abnormal. This gives the pathologist a 
“break,” which he needs, for he must tell us the amount 
of differentiation present, he must grade the lesion 
and thus inform us as to the radiosensitivity or radio 
resistance of the new growth. 

The roentgenologist with this clinico-histological in- 
formation at hand should tell us, in the light of present 
day knowledge, what assistance we may expect from 
ray therapy. 

The question then arises as to the preferable type 
of therapy. For the most part laryngologists feel that 
surgery in the well differentiated group is preferable, 
it being not contraindicated. Laryngofissure in in- 
trinsic new growths in Jackson’s hands has effected 
an 82 per cent. cure—serviceable voice follows. Re- 
ferring to ray therapy, the eminent investigator Coutard 
classifies intrinsic growths anatomically into: 

a. Median, which, he states, are easily curable by 
irradiation even though they are of cutaneous 
type. 

b. Anterior: almost all are incurable by irradiation 
except where the histological form is undifferen- 
tiated. 
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c. Posterior: rarely cured by irradiation. 

A series of fourteen cases, two intrinsic, and twelve 
extrinsic seen in private practice and at Northwestern 
University clinics show five-year cures in the two 
intrinsic causes—one operated by laryngofissure—alive 
and well; the other irradiated, who has since died 
from causes other than cancer. Of the extrinsic cases, 
two were irradiated, ten were operated upon; none 
survived the five-year period. 

I have here a recent requested communication from 
Doctor Clerf, which I believe is both interesting and 
instructive. He states: 

“While I have made no attempt to evaluate the 
benefits from irradiation and to compare them with 
the results secured by surgical treatment in cases of 
cancer of the larynx, it is my opinion that surgical 
treatment gives infinitely better results in those cases 
that were operable. Unless there is some definite con- 
traindication in a vocal cord cancer I believe that 
surgical treatment should be employed. The same 
can be said of epiglottic lesions. There may be some 
question regarding. a poorly differentiated carcinoma 
originating on a ventricular band or arytenoid. Ac- 
cording to the radiologist this type of case should re- 
spond best to irradiation. Notwithstanding this, how- 
ever, I have secured some very excellent results by 
surgical means. 

“Briefly summarizing, I believe that surgical treat- 
ment still occupies first place in carcinoma of the 
larynx. In extensive cases it probably is desirable 
to follow surgical extirpatiton by a course of irradia- 
tion therapy. A few unfavorable experiences have con- 
vinced me that preoperative irradiation is not desirable.” 

Dr. Thomas C. Galloway, Evanston: I think Dr. 
Bernheimer’s approach to the subject is excellent, and 
I wish to emphasize the fact that he has tried to put 
over that the clinician should have control of the case 
as to the final decision, but that there always must be 
cooperation between radiologist and clinician. Dr. 
Bernheimer says that surgery is, after all, a major 
procedure, implying perhaps that radiology is not. 
But it is not so simple either. At Cook County 
Hospital we are the clearing house for malignancies 
which have failed to respond to treatment and we 
have seen a good many patients with irradiation ne- 
crosis. We have seen at least three patients with 
carcinoma of the larynx die within six months of 
having been reported cured. 

I think we agree with Dr. Cutler as to laryngo- 
fissure, which is after all the treatment of choice for 
intrinsic new growths; the subglottic tumor is, we 
believe with Hautant, surgical; carcinoma of the cord 
is surgical; the venticular band carcinoma probably 
responds best to radiology; and the tumor which is 
higher probably will not respond to anything. 

I think Dr. Bernheimer is to be congratulated on 
the presentation. We shall probably be convinced 
by an analysis of his five-year cures when he presents 
them. 

Dr. Joseph C. Beck, Chicago: I am sorry I was 
not in in time to hear the whole paper, but I am 
sure it was good. I am always proud when any of 
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my boys get up and tell of their experiences. For a 
man who is in danger of carcinoma of the larynx who 
has been smoking as much and as long as I have, 
radiation is a wonderful thing to be thinking of. 
However, I am still looking for a case in which biopsy 
proved carcinoma of the larynx and where laryno- 
fissure or laryngectomy was definitely indicated, that 
was subjected to irridiation instead, at a time when 
this procedure was a very courageous one to do. If 
such a case was given to the radiologist I would like 
to see what he could do with it. Namely, I am still 
looking for a cure after the use of radium or x-ray, 
where there was a chance to obtain a cure from 
operation. 

I am sure we all wish this type of treatment would 
succeed. The Cook County Hospital, which has been 
and still is a chute for hopeless cases (I had a service 
there for a number of years and I know)—these 
are the ones that the radiologist usually gets to treat. 

Dr. Bernheimer, who followed me as Consultant at 
the Hines Veterans Hospital sees the same type of 
cases there that I have been seeing for the past ten 
years and we realize that the Veterans are more 
frequently affected with carcinoma than formerly be- 
cause they are in the dangerous cancer age. Un- 
fortunately there too, the cases come in very fre- 
quently in an advanced stage. Had you gentlemen 
been at the Legion meeting last night you would be 
very much disturbed about this subject of carcinoma 
at the Veterans Hospital. 

And now this may be my final word regarding this 
subject and I would like to say that the radiumologist, 
to differ from the radiologist, should have the op- 
portunity of curing operable cases of carcinoma if 
possible. Some years ago at the meeting of the Amer- 
ican Laryngological Association, Dr. Chamberlain of 
Cleveland said that a man should be condemned for 
subjecting a patient to radiation who would be curable 
by laryngofissure. But how are we to know that 
radiologic treatment of early carcinoma is curative. 
That would be the greatest advance made in the sci- 
ence of radiology and radiumology if we could know 
which cases are adaptable to that form of treatment. 
However, the technique of laryngofissure we have 
learned from St. Clair Thompson, and the oldest statis- 
tics we have, show that by this treatment we have 
patients walking around for a good many years fol- 
lowing this operation. And I hope those statistics 
will stand life Gibraltar. We can only hope for 
radiology. Today we have a radiosensitive pathologist 
—a man who can differentiate the type of cell he is 
looking at, and can tell the indications for operation 


and for treatment. 
I am very much interested in this subject and am 


glad Dr. Bernheimer delivered it so well. 

Dr. L. B. Bernheimer, Chicago (closing) : I want to 
thank all the discussers. Dr. Greenwood mentioned 
giving the pathologist a break. I believe that he has 


been given too many breaks. The pathologist’s opin- 
ion is important in arriving at a diagnosis, but here- 


tofore the type of treatment of a given neoplasm has 
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been left to his judgment. I think that this is a 
mistake. 

Dr. Galloway mentioned that deaths follow irra- 
diation, and I know this to be true. I have seen two 
from slough. However, a skilled radiologist can avoid 
these results as they are usually due to improper ex- 
posure and insufficient attention to the reaction of 
skin and mucous membrane. 

I want to thank Dr. Beck particularly for discuss- 
ing my paper. One of the cases he saw at Hines in 
1934 involved the pyriform sinuses, the epiglottis, both 
arytenoids and both ventricular bands. This patient 
was irradiated, and I saw him four weeks ago, a good 
five years afterward, with absolutely no signs of re- 


currence. 





AN EFFICIENT ADJUNCT IN THE 
TREATMENT OF CORNEAL ULCER 


Watson W. Gattey, M. D. 
BLOOMINGTON, ILLINOIS 


This paper is intended to describe an adjunct 
in the treatment of corneal ulcers which I have 
found to be more than merely satisfactory. It 
is true that this procedure is not infallible for 
many patients have been encountered in which 
it has been used where the condition of the ulcer 
was not influenced in the least by its admin- 
istration. On the other hand, in many instances, 
not only has this treatment yielded considerable 
satisfaction, but it has been the means of afford- 
ing the patient a very substantial degree of 
comfort. 

It has been employed in various forms of cor- 
neal ulceration and I regret that I am not pre- 
pared to make direct comparisons in results of 
instances where it was used with those in which 
it was not administered. I am decidedly con- 
vinced that not only has the healing of the ulcer, 
in most instances, been much more rapid, but 
the patient during the process of treatment has 
experienced infinitely greater comfort during 
the course of the disease. 

The technic of this procedure was encountered 
while visiting Dr. Aaron Green’s clinic in San 
Francisco. I am reasonably certain that this 
treatment was original with Dr. Green. The 
technic is as follows: One or two drops of one 
per cent. holocain or two per cent. butyn is 
dropped into the lower cul de sac every two min- 
utes for four instillations. A punctum dilator is 
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used in the lower canaliculus. A strong dental 
syringe fitted with a lacrimal tip filled with 
pontocain ointment is inserted into this dilated 
canaliculus and a sufficient amount of ointment 
is injected into the lacrimal sac until such time 
as it is seen emerging from the upper canaliculus. 
In the beginning, I found this to be a rather 
awkward procedure but after a few administra- 
tions it became much less complicated. The rea- 
son for this awkwardness was the size of the 
syringe and the difficulty with which this heavy 
ointment was forced through a small lacrimal tip. 

Originally, plain white vaseline was used but 
Dr. Joseph Duane suggested the use of pontocain 
or butyn ointment in its stead contending it 
would act equally as well as the vaseline in block- 
ing off the lacrimal sac and at the same time 
would serve as a continuous local anesthetic to an 
irritated painful area. The pontocain sugges- 
tion was adopted as it was felt that its firm con- 
sistency would be preferable even though it 
would prove to be more difficult to inject. In 
many patients it has been possible to express, 
by pressure over the site of the sac, some of the 
pontocain on the third day. In others, pressure 
over the lacrimal sae after twenty-four hours 
would produce no visible signs of the presence of 
ointment. This finding has been used as a guide 
to know how often the injection should be made. 
The majority of patients, however, have been 
treated every other day. 

I have no positive explanation as to why this 
treatment is responsible for more rapid healing, 
but it is safe to assume that infections in many 
types of ulcers have their origin in the nasal 
passages and spread by way of the lacrimal sac. 
If this be true, one may safely conclude that the 
source of the infection or reinfection is occluded 
by the blocking off of secretions from the sac 
thereby preventing fresh infection from inject- 
ing itself into the picture. Lubrication of the 
ulcer surface and the anesthetic effect of the 
pontocain are responsible for the comfort which 
this treatment affords the patient. 

The first step in the management of an ulcera- 
tion of the cornea is to determine, if possible, the 
etiological factor or factors. It might be well at 
this point to name a few of the types of ulcers 
which have been treated by this method. 

I. Ulcers following: 

A. Foreign bodies. 


B. Abrasions, 
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C. Burns. 
1. Mechanical 
a. curling iron 
b. molten metals 
2. Chemical 
a. acid 
b. alkali 
D. Catarrhal conjunctivitis 
E.. Trichiasis 
F. Trachoma (which may be ignored since 
sulphanilamide has been added to our 
armamentarium). 

II. Serpigenous 

III. Dendritic 

IV. Recurrent marginal ulcers 

V. Herpes ophthalmica 

Again I’ll repeat that my method in the man- 
agement of corneal ulceration is first to ascertain, 
if possible, the cause, second, to check the spread 
of the ulcer both as to depth and area, third to 
make an attempt to relieve the pain and photo- 
phobia which invariably accompanies this dis- 
ease and lastly, to prevent, if possible, secondary 
complications. 

The various forms of treatment which were 
employed in these patients are as follows: 

1. Atropine. 

2. Cauterization with carbolic or trichloracetic 

acid. 

3. The application of pasteurization by the 
thermophore or the actual cautery or with 
quartz light. 

4. The application of iodoform, calomel, or 
zine sulphate powder. 

5. The application of the various aniline dyes. 

6. Delimiting keratotomy. 

7. Paracentesis. 

8. Bandage. 

It is not my intention to leave the impression 
that all of these methods were employed in an 
individual patient but that one or more of them 
were employed as deemed advisable. 

I am sure that the blocking of the lacrimal 
sac with pontocain ointment relieves, in a sub- 
stantial manner, both the photophobia and the 
pain which attends corneal ulceration—that it 
hastens healing but that it has no quieting effect 
on the pain of a secondary iritis. I have not 
found it necessary to employ any of the com- 
monly used analgesics since the adoption of this 
treatment. When I feel that the need for sur- 


face anesthesia is no longer during convalescence, 
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[ substitute white vaseline for pontocain because 
of its ease of injection, until the healing is com- 
plete. It has been observed that in patients hav- 
ing considerable secretion that the blocking ot 
the sac reduced the secretion to a minimum, 
thereby removing this contraindication to the 
application of a patch or sealing of the eye. 

In the serpigenous type of ulcer, I am not 
at al) sure that the duration of the disease is in 
any way shortened by the administration of this 
treatment, but do feel that my patients have been 
made much more comfortable. 

Among other patients, six recurrent marginal 
ulcers were treated. These were found to be 
particularly amenable to this treatment which 
gave amazing results, One patient who had in 
the past required from two to three weeks or 
more to heal recurrent marginal ulcers, required 
only one injection and healing followed within 
seventy-two hours. 

Incidentally, this treatment has been found to 
be very effective in patients who have had a 
Aeeply embedded foreign body in the cornea, 1 
speak of the type of foreign body which is diffi- 
cult to remove and in which there is stain or 
scorching in the bed of the wound and where 
considerable digging is required in order to re- 
move the offender. This type of injury we all 
see too often. The possibility of a secondary 
ulceration is great and there is a still greater 
possibility of the patient informing you over 
the phone or in person, in an angry petulant 
voice, that the eye is still painful, that the piece 
of steel, he is sure, is still present and “what do 
you propose to do about it.” Blocking the sac 


witn pontocain followed by cotton and gauze 
dressing sealed in place with Scotch cellulose 


tape has been the means of eliminating this ir- 
ritative occurrence from my practice. 

This procedure has not been presented as a 
cure-all but simply as a comforting adjunct de- 
void of danger and simple of execution in the 
management of cornea) ulceration. 

DISCUSSION 

Dr. W. R. Fringer, Rockford: Dr. Gailey’s paper 

is interesting and instructive. It is an innovation. 


Anything that is new in the treatment of eye condi- 


tions is worthy of commendation, especially if it has 


proven beneficial, as this has in the hands of Dr. 


Gailey. To me it is a new procedure. T am glad 
to know about it, 

In our office we do not see many vicious corneal 
ulcers, They used to be guite frequent. One reason 
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why they are less frequent, I think, is because most 
people have some knowledge of hygiene and endeavor 
to practice it. Then again, the farmers do not gather 
in their corn as they used to. When they cut and 
shocked it by hand, an injury to the eye from a corn 
blade was not unusual. These injuries usually re- 


sulted in a severe and persistent corneal ulcer. 
Foreign bodies, usually consisting of steel or emery, 


cause us more trouble than the laity think they could. 
I am sure we have all had the experience that Dr. 
Gailey has had of the patient calling us up, usually 
at night, and telling us that we did not get all the 
steel out of his eye. These foreign bodies we dig 
out, and if there is a rust stain in the cornea, we keep 
at persistent digging until we get it all out, using 
fluorescin, if necessary, to be sure. Then homatropin, 
bichloride ointment and a bandage. 

In abrasions of the cornea from fingernails, curling 
irons and chemicals, clean the eye, use a mydriatic, 
and bandage, using homatropin or atropin, as indicated. 
With a very slight abrasion of the cornea, we put on 
a bandage. Some years ago at the Chicago Ophthal- 
mological Society, the late Dr, George Suker advocated 
the open treatment of corneal ulcers, that is, dis- 
pensing with the bandage. The late Dr, William 
Wilder took exception, stating that a bandage made 
the patient more comfortable and promoted healing. 


I am heartily in accord with the treatment advocated 
by Dr. Wilder. 


In the dendritic ulcer use iodine and a bandage. 

The Mooren ulcer is a big question. We all do 
everything we know, consult the literature, and hope. 

Dr. Gailey, in his “Adjunct in the Treatment of 
Corneal Ulcer,” has given us a worthwhile method 
that is worthy of our appreciation. 

Dr. Thomas D. Allen, Chicago: This is a most 
interesting paper and the subject deserves serious con- 
sideration because of its simplicity and because corneal 
ulcerations are so painful. Ordinarily a bandage and 
aspirin are sufficient to relieve this pain; but when 
they are not, some anesthetic ointment can be placed 
beneath the lids, or as Dr. Gailey suggested, within 
the lacrimal sac itself. 

Some eye physicians do not bandage corneal ulcer 
patients, and occasionally all of us leave off bandages, 
as for instance in one-eyed individuals in whom the 
ulcer occurs in the only good eye. I do not think this 
is good practice. A patient of one of our prominent 
physicians Jost such an eye not many years ago be- 
cause he did not bandage it. Still, there are very 
occasional cases in which it seems to be good practice 
to omit the bandage. 

As a simple adapter I have had the tip of a tube 


for ophthalmic ointment filed down until a hole is 
made in its end; then the irrigating nozzle can be 


placed on it and the salve squeezed into the sac. 

I wonder at Dr. Gailey’s use of pontocain ointment 
and holocain or butyn solution; why not use pontocain 
solution? You can get the tablets and make up your 
own one-half per cent, solution very inexpensively, 
We find pontocain as efficient or more so than holo- 
cain and not as painful as butyn. 
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A suggestion in the way of caution in the use of 
prolonged anesthesia especially if the eye is left open: 
an anesthetized cornea will not feel foreign bodies or a 


scratch as from a handkerchief or the finger nor 


can it feel drying from exposure to the air. For this 
reason I infinitely prefer, if at all possible, to bandage 
all eyes which have been anesthetized. 

I do not agree with the essayist that trachomatous 
ulcers can be ignored now that we have sulfanilamide, 
although our troubles with this serious condition are 
much less than they were. Sulfanilamide is not a 
cure-all; it is a valuable adjunct—a very valuable 
adjunct. Yesterday at Inuncheon Dr, Francois, who 
has the trachoma service at the infirmary, told me 
about some cases who had been very much relieved 
on sulfanilamide a few years ago, that showed up 
with rather serious ulcers. They needed care and 
cleanliness, operative treatment for the trichiasis, and 
usually foreign protein, Whether the treatment rec- 


ommended in this paper is applicable in such cases 
will depend on the effects of such obvious indicated 


treatment. 

As to a reason for prompter healing I would sug- 
gest this: A painful eye is frequently and violently 
squeezed by the lids: the edges of the lids rub the 
corneal epithelium, often rubbing away the newly 
formed epithelial cells before they have become fixed 
to the basal tissues (Bowman’s membrane or the 
substantia propria). 

An excellent point in this paper—one which can- 
not be too frequently emphasized—is the examination 
which must be made of the Jacrimal sac before any 
salve can be placed in it. Too often I find that the 
sac is ignored, not through ignorance of its importance 
but because it is forgotten. Of course if the sac is 
palpably infected it should not be filled with salve 


just to anesthetize the cornea. It should be removed 
in toto and the canalicula thoroughly opened. 

The Winthrop people are considering marketing a 
new ophthalmic ointment with some antiseptic for 
just such use. The Lilly company has a combined 
antiseptic and anesthetic ointment of merthiolate and 
metycaine which is now available. 

Let me congratulate the essayist again on this valu- 
able suggestions, 

Dr. George P. Guibor, Chicago: I think this pa- 
per is admirable, but I wish to suggest one precau- 
tion because of a possible allergic reaction to ponto- 
cain. I had one case in which 0.5 per cent. pontocain 
was instilled in the eyes, and in twelve minutes the 
bulbar conjunctivae were so edematous that the pa- 
tient could not close the eyes. With such reaction to 
a 0.5 per cent. solution I do not know what would 
happen if one injected it in large quantities, without 
taking the necessary precautions beforehand to deter- 
mine a patient’s susceptibility to the drug. I am 
offering this as a suggestion to the author and not 
as a criticism of his technic. 

Dr. W. W. Gailey, Bloomington (closing): First I 
wish to thank all of the men who discussed my paper. 


I think I will accept Dr. Guibor’s suggestion of mak- 
ing some test to determine whether there is an allergy 


‘sideration. 
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for pontocain before instituting treatment. 1 have 
never seen an allergic reaction from pontocain, although 
I have seen a severe reaction to holocain. Not only 
was there an intense edema, but an entire desquama- 
tion of the cornea, In closing I will again repeat that 
I have found this simple procedure very helpful in 
the management of corneal ulcers, 





GASTRO-INTESTINAL SYMPTOMS OF 


RESPIRATORY INFECTIONS 
IN CHILDREN 
JOHN F, Carry, M.D. 


JOLIET, ILLINOIS 


The pediatric group appreciates the privilege 
of being invited to present a subject to the Med- 
ical Section. The majority of this group are in 
the general practice of medicine and the care of 
children makes up a great part of your work. 
Pediatricians are general practitioners also but 
only to a limited age group, 

The subject I have chosen may be rather ele- 
mentary, still when this condition is the purpose 
in consulting a physician in nearly half our work 
among children, then it is worthy of our con- 
A rather personal angle also in the 
selection of the subject is the ability of one to 
be more dogmatic in a topic with which he has 
had the most interest. I have always felt that 
in meetings such as this that common problems 
deserve an equal if not greater part on the pro- 
grams as compared to more scientific and un- 
usual topics which require extraordinary clinical 
facilities to arrive at a diagnosis. 

When one is confronted with gastro-intestinal 
symptoms the case is, as a rule, in the home and 
our diagnosis is to be made within a period of a 
few hours. It is through the media of the “old- 
fashioned house visit” most of us derive our ex- 
perience. The man who is active in general 
practice or who is making numerous house visits 
becomes familiar with the current epidemics and 
many times also is familiar with that particular 


patient; the manner in which he has acted with 


similar illnesses in the past. This familiarity 
with given cases puts the physcians in a much 


better position to evaluate the importance of 
symptoms, This is especially so when symptoms 
may be far remote from the actual cause of the 
illness, In no other disease is the possibility of 


far-reaching complications and varied symptoms 
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5D grea as in infections of the respiratory tract. 

Of all the amazing variation of symptoms of 
respiratory infections those related to the gastro- 
intestinal tract are the most confusing. The 
possibility of hematogenous infection is well 
known to us and when the symptoms of abdom- 
inal pain and vomiting present themselves as an 
acute iness, one’s ability as a diagnostician is 
challenged especially when there is evidence of 
recent infection about the nose and throat, He 
wonders also when diarrhea or constipation en- 
ters the picture whether an inflamed appendix 
is causing the symptoms or whether a primary 
peritonitis or an intestinal obstruction is the 
causative Jactor, or perhaps all is due to a re- 
ferred affair as is common in pneumonia. To 
add to this is the possibility of approaching 
measles or scarlet fever. 

Vomiting itself occurs frequently and is the 
most common of all symptoms in infections of 
infancy and childhood. As a symptom it may 
vary from nausea or anorexia to persistent emesis 
and dehydration. Some children seem suscept- 
ible to repeated attacks in ushering in acute in- 
fections, and vomiting is so violent and lasting 
so long that they have been thought to be vic- 
tims of “cyclic vomiting.” So frequently also 
when one encounters an epidemic he may see 
several cases with an acetone breath, and the 
case is called “epidemic acidoses.” Zahorsky, I 
believe, called the symptom-complex, occurring 
in winter “hyperemesis heimis” and when it oc- 
curs in summer one often consoles the parents 
with the diagnosis of “summer flu.” 

As a general rule the vomiting will last only 
24-36 hours but in some cases it is more pro- 
tracted and will last several days, and dehydra- 
tion becomes alarming which may require admin- 
istration of fluids by other than the oral route. 
The vomiting may disappear for a day or so only 
to return, especially if food is given too early. 
It seems an inherent desire of the mother to 
worry when a child will not eat and so often 
is a grave cause of anxiety on the part of the 
grandmother. If the child is at all able to stand 
on two legs he is allowed up, and if one thing 
is absolutely necessary in these cases it is com- 
plete rest and quiet. It is esential to withhold 
food and supply liquids. Even though liquids 
are vomited it at least makes the act much easier 
and some is bound to be taken up by the system. 
Tf medication to secure rest is necessary I know 
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of no better remedy than a suppository contain- 


ing some barbiturate. 

Constipation is the rule in infections of this 
type. This also is most distressing to the par- 
ent and so often they insist that the bowels must 
move even though food has not been taken for 
days. Purging only distresses the patient since 
we all agree the intestinal tract is not the main 
avenue of escape of al) toxins. 

Diarrhea is a common symptom often occur- 
ring in the form of an epidemic even affecting 
adults in the family. It has frequently been 
designated also according to seasonal occurrence 
into summer or winter flu. Five or six bowel 
movements a day is the rule. They are liquid, 
yellowish in color and contain mucus, rarely 
blood. This may last two or three days. A 
bland diet is usually all that is necessary in treat- 
ment unless there is tenesmus and pain; this may 
require small doses of paregoric. 

Pain in the abdomen is one of the most com- 
mon symptoms of this group. As a matter of 
fact it is encountered in infections of the upper 
respiratory tract more often than in a) other in- 
fections combined. This may be epidemic or it 
may occur sporadically. Frequently it seems 
common to certain children with each attack of 
cold, often leading to diagnosis of chronic ap- 
pendicitis, It seems, I believe, to be very com- 
mon in allergic children also in children who 
have a tendency to be obese. It is by far the 
most common reason for consulting the physician 
both for acute and recurring attacks. 

The pain may be sharp and intermittent and 
if questioned the child will invariably lay the 
hand horizontally across the epigastrium. If 
questioned further the distress will be designated 
by one finger as occurring an inch or so above 
the navel. There is no tenderness present and 
this pain may subside after the first day or it 
may continue and last even after the signs of an 
upper respiratory infection have subsided. 

This latter type of pain has been referred to 
as being produced by inflamed mesenteric glands. 
This has been confirmed frequently by laparo- 
tomies performed where the question of patho- 
logical findings in the abdomen was in doubt. 
The common location for these glands is in the 
right lower quadrant where they may be pal- 
pated at times. The persistence of these glands 
with the intestinal peristalsis probably accounts 
for the continued pain after the subsidence of 
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the original infection. It is the presence of this 
pain and tenderness of these glands in the right 
lower quadrant that taxes the ability to differ- 
entiate from appendicitis. As a rule, however, 
the pain will not shift from the region of the 


navel to McBurney’s point so characteristic of 
appendicitis and while there may be tenderness 
present, there is very little rigidity or spasms of 
the muscles, 

However, in a certain group of these cases one 
ig very much in doubt as to the changes present 


since we are all familiar with the fact that ap- 


pendicitis is about twice as frequent during the 
epidemic season of colds as in the non-epidemic 
season. However, if appendicitis does occur dur- 
ing the course of an upper respiratory infection 
it is as a rule ten days to two weeks after the 
original onset of symptoms. 

With this in mind, the presence of signs of a 
recent respiratory infection must not lead us en- 
tirely from a diagnosis of appendicitis, but must 
also put us on guard that it is not occurring in- 
cidenta) to it. This is also so in measles, scarlet 
fever and pneumonia. It is not at all uncommon 
to hear of or to see appendicitis occurring just 
previous or during the presence of these diseases. 
The symptoms may be so alarming and severe 
that only one method is positive in making a 
diagnosis and that is by exploring the abdomen. 
Conservatism, without too much self-confidence, 
should be the rule. A doubtful case must be 
kept under close supervision and seen frequently, 
not giving too much assurance that everything 
will be all right without surgical intervention. 
On the other hand, if one explores too many of 
these abdomens only to have symptoms recur 
after operation, he will be abashed somewhat 
since the public no longer believes in adhesions 
causing postoperative distress. A conservative 
attitude and close supervision and necessary sur- 
gical judgment usually is necessary. There are 
no laboratory methods available which are going 
to be any great help to you. We often wish en- 
doscopy would develop to such a stage that we 
could insert an instrument through a tiny inci- 
sion and take a look. 

The examination of the abdomen reveals two 
crucial points by palpation, viz.: localized ten- 
derness to pressure and a localized area of in- 
voluntary muscular rigidity. However, before 
palpation is attempted one must first secure 
the confidence of the child. He must be ap- 
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proached slowly and quietly and be addressed 
in his own language. A brusque, harsh attitude 
only increases his fear, making a good examina- 
tion difficult. Dr. Abt has said the child should 


be approached with a warm heart and warm 
hands. A resident at Children’s Hospital sug- 
gested that a small child was like an ostrich; if 
his head was turned from the examiner he had 
less fear, 50 he suggested turning the child over 
the mother’s shoulder and making an examina- 
tion of the abdomen with the physician not in 
clear view. The left side should be examined 
first and to get our bearings; the area over the 
recti muscles are palpated first—the left and 
then the right. These areas are naturally slightly 
more tense than the lateral edges of the ab- 
domen. Then the area over the appendix is pal- 
pated. When there is an area of spasm over 
an involved appendix it is usually more tense 
than even the degree over the recti muscles. The 
localized rigidity and tenderness appears rathet 
early, as the lymphatic hyperplasia in the ap- 
pendix and relatively thin layers goes to make 
the infection spread rather rapidly to the peri- 
toneal surface. This also forms a basis for our 
general opinion that an appendix ruptures more 
readily in children than in adults. 

I have mentioned the abdomen first because it 
is the region in doubt. So far as the other areas 
are involved, examination is probably less dis- 
tressing to the patient than others except the 
chest where presence of pneumonia must be ruled 
out. Examination of the throat and proper eval- 
uation of pathological conditions is gained only 
by developing the habit of always looking at 
them. The appearance of throats varies in dif- 
ferent individuals and in different epidemics. It 
is not at all uncommon to recognize an epidemic 
of similarly infected throats during a current 
epidemic. It is not necessary to have a follicular 
tonsillitis present to make a diagnosis of a throat 
infection. Redness of the pillars or pharynx and 
swelling of the tonsils is sufficent. 

Often the acute symptoms have subsided and 
one encounters a postnasal discharge or lymphoid 
hyperplasia in the pharynx, or infected ears, or 
tender or swollen cervical lymph glands, or a 
cough. Most of these signs are pathognomonic 
of recent involvement of the area no matter how 
normal the throat may appear at the time of the 
examination. 


The differential diagnosis often rests on 
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whether or not in the presence of the respiratory 
infection the appendix has been involved. The 
very fact that it may must put one on guard. 
However, it is by no means a common compli- 
cation. The percentage of respiratory infections 
acting as primary foci for involvement of the ap- 
pendix is exceedingly low compared to the num- 
ber of colds. There are only two cardinal points 
in diagnosis; they are localized tenderness and 
involuntary spasm of the muscles. The age of 
the child is rather significant in that appendici- 
tis is rare under two years and increases grad- 
ually to the eighth year, when it is just about 
as common as in young adults. 

The presence of primary peritonitis which prob- 
ably occurs more often as a result of a hemato- 
genous infection than it does from a ruptured 
viscus makes a diagnosis often difficult. In very 
young children, it is often impossible except at 
postmortem. However, the anxious pinched 
facies and generalized abdominal pain with gen- 
eral tenderness over the abdomen, but particu- 
larly over the lower portion is characteristic. 
Also there is distension which though absent 
early increases rapidly, finally becoming more 
prominent even to a shining appearance over the 
epigastric area. 

In closing I would like to stress the following 
points: symptomatology in children is frequently 
gastro-intestinal in character, still the true path- 
ological condition is in the upper respiratory 
tract. The pediatricians early were considered 
specialistis on gastro-intestinal upsets, but as 
Brennemann puts it they have long since shifted 
their interest to the respiratory tract. 

Pain in the abdomen is caused by upper res- 
piratory infections more often than by all other 
causes combined. 

Conservation and frequent observation during 
the questionable stage is essential. However, 
when there is too much doubt after thorough 
contemplation, laparotomy and appendectomy is 
the wise procedure. 


DISCUSSION 


Maurice Blatt (Chicago): Dr. Carey’s very ex- 
cellent paper opens a theme of never-ending inter- 
est to the physician who is responsible for children’s 
health. 

Were I to have suggested the title, it would have 
been “The Gastro-Intestinal Manifestations” rather 
than “Symptoms of Upper Respiratory Infections since 
the symptoms commonly noted in the gastro-intestinal 
tract are but part of the general picture. Dr. Carey 
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discusses two types of infection: the first is respira- 
tory in-origin and the second has its primary localiza- 
tion in the gastro-intestinal tract. The two types 
should be distinctly differentiated. 

It is my impression that the gastro-intestinal symp- 
toms accompanying infections of the upper respiratory 
tract have the following natural history and patho- 
genesis : ; 

In early infancy there is little or no sensitivity in 
the pharynx or tonsils and consequently during the 
first few months of life evidence of active respiratory 
infection is comparatively uncommon. 

It is unusual to observe erythemas, inflammatory 
reactions, or edema in the pharynx of very young in- 
fants except when the mucous membranes have been 
previously traumatized by rough examination or treat- 
ment. 

It is not uncommon to have nonspecific infections of 
the gastro-intestinal tract in early infancy due to or- 
ganisms other than dysentery, typhoid, hemolytic 
streptococcus, or the salmonella group. These infec- 
tions are due to the type of organisms found in the 
nasopharynx. 

When the nasopharynx has become sensitized by re- 
peated infection, inflammatory and catarrhal reactions 
are recorded. This is evidence by a reddening and 
edema of the mucous membrane of the postpharyngeal 
wall, anterior pillars and of the nose. It is always 
more severe if complicated by adenoid tissue interfer- 
ing with aeration and drainage. Tonsillar tissue is 
not yet sensitized in this early age and consequently 
tonsillitis is rare. 

The incidence of follicular tonsillitis corresponds 
fairly closely to that of the beginning of rheumatism 
and heart disease. It is unusual to see an acquired 
heart disease before the third year of life. We see 
fetal endocarditis and congenital heart disease earlier. 
Apparently it takes a certain length of time for these 
young tissues to become sensitized to organisms which 
can cause this phenomenon. 

Absorption of toxins and a rise in temperature often 
accompany nasopharynx infection. This localized tis- 
sue and generalized systemic reaction is followed by 
a decrease in the hydrochloric acid secretion in the 
stomach, 

One of the functions of high gastric acidity is the 
protection of the intestinal tract against swallowed 
organisms. During febrile infection of the upper 
respiratory tract this protective action is materially 
decreased, and swallowed mucus containing virulent 
organisms passes on into the alkaline intestinal tract. 
The flora of the gastro-intestinal tract often changes 
before local effects of such infections are found in 
the nasopharynx. 

These organisms find a fertile field for growth in 
the normal intestinal content. They further elaborate 
toxins and produce intestinal irritation evidenced by 
enteritis, diarrhea, vomiting and abdominal distress. 
Many of these organisms pass through the walls of 
the gastro-intestinal tract, producing a localized lymph- 
adenitis. Localization of the lymphadenitis around the 
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cecum must be thought of in the differential diagnosis 
of acute appendicitis in infancy and childhood. 

Appendicitis in infancy is rare, but it does occur. 
It is common in childhood. Swollen lymph nodes pro- 
ducing symptoms are more frequent, but the differential 
diagnosis often can be made only after laparotomy. 

It is my impression that appendicitis usually is 
not a blood-borne infection but is secondary to the im- 
plantation of organisms in the intestinal tract, the 
infection of the appendix occurring by direct exten- 
sion. Doctors Coleman and Bennett have a beautiful 
anatomic demonstration illustrating these two diseases. 

A recent review of migrating peritonitis by Saffir 
has demonstrated the passage of organisms and of 
leukocytes through the wall of the apparently normal 
bowel. Dr. Samueal Hoffman has recently dem- 
onstrated these same findings in a child. Pneumonia 
of the lower lobes was present. In pneumonia of the 
lower lobe segmental rigidity of the upper abdomen 
is common. Dr. Hoffman’s patient had this segmental 
rigidity, and I believed it was secondary to dia- 
phragmatic pleurisy. On postmortem, however, it was 
found to be a “migrating peritonitis.” These are not 
hematogenous but all infections by continuity. 

My conclusions are that infections of the upper 
respiratory tract are manifested by: 

Neso-pharyngeal mucous membrane inflammation and 
gastro-intestinal mucous membrance inflammation. The 
infection may extend further and result in acute in- 
flammation in and outside the wall of the intestines in 
the regional lymph glands, being associated with 
diarrhea and vomiting. Secondary invasion of the 
connecting viscera and peritoneum may also occur. 





COOPERATION OF THE COUNTY SECRE- 
TARIES WITH THE SCIENTIFIC 
SERVICE COMMITTEE 
Rospert 8. Bercuorr, M. D. 

Chairman, Scientific Service Committee 
CHICAGO 

I appreciate very much indeed the invitation 
to come and talk to you tonight. It is the 
second invitation I have had to address this 
group. The first was in Springfield three years 
ago, and on both occasions I asked for permis- 
sion and received it to make an informal talk 
rather than to read a paper. 

The reason for this is obvious. In the past 
four years, as Chairman of your Scientific Serv- 
ice Committee, I have contacted most of you 
personally and through Jean McArthur’s office 
in the past four years I have met the rest of 
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you indirectly. In consequence I feel almost 
in the family of the county secretaries and it 
would seem to me as senseless to read you a 
formal paper 
to read one to my wife. 

I am to talk to you about the cooperation of 
the Scientific Service Committee with the county 
secretary and vice versa. Before I do so I should 
like to take a few minutes to talk to you about 
the county secretary as an individual as I see 
him and know him. Through my four years 
of chairmanship of this committee I have come 
to know the county secretary much more inti- 
mately than does the average physician. I have 
come to realize what an important position he 
holds in the state society medical set-up. A good 
county secretary can and does make his county 
If occasionally a man is not 





just as senseless as it would be 


society successful. 
fit for that position, he can very readily by his 
lack of interest lead to the ruin of his society. 
The county secretary represents the general man- 
ager of a big business; all the details of manage- 
ment fall upon his shoulders. He is elected for 
ene year, but sometimes his term of office runs to 
three or five years, and if he is especially good 
he may get a life sentence. He carries on much 
on his own initiative. He does not have the 
time or the opportunity to ask for advice. He 
has to be an efficient man. He develops, be- 
cause of these responsibilities, I think, a per- 
sonality more or less his own. 

To exemplify that point that a county sec- 
retary is a little different from the average doc- 
tor I will take a few minutes to tell you a story 
that happened three years ago and has to do 
with a county secretary. Three years ago a 
patient drove up to Chicago from downstate with 
a bad coronary heart. He drove up with his 
wife. He iooked me over and he said: 

“Have you made the proper accommodations 
for me and my wife and Sirook?” 

I looked them over and said: “Yes, for you 
and your wife, but Sirook cannot stay here.” 

Sirook was a Persian cat. 

This fellow said: “Then I’m going back home 
if I cannot keep the cat in the hospital.” 

I told him he could not keep the cat in the 
hospital and he looked at me again and said: 
“Sirook has more personality than you have.” 

I was inclined to agree with him, but I said: 
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“T’m sorry, but the Health Department will not 
allow the cat to stay in the hospital.” 

He decided to take the cat to the veterinarian 
hospital and then he himself went to the hos- 
pital. At the end of six weeks this patient was 
ready to go home, and when I congratulated him 
on his progress, he said that it was the worst 
thing he had ever done in his life. He admit- 
ted that he had recovered his health, but he 
continued, “While I was being taken care of I 
thought Sirook was entitled to the same care. 
Those doctors advised a tonsillectomy. I in- 
sisted on consultation, and the consultant agreed, 
so they took out Sirook’s tonsils and I am tak- 
ing home just an ordinary cat minus person- 
ality.” Then he said something else. “I got 
that cat from an unusual man. He had a per- 
sonality like Sirook’s. He is a busy doctor in 
my district. He is the man who runs the med- 
ical society. That doctor goes up and down the 
street and never smiles much except through his 
eyes, but when that man’s coat gets ruffled up 
and his back is up, you should see people scatter.” 
He referred of course, to the county secretary. 

Now I want to talk to you briefly about the 
work that for the past four years I have tried 
to do as Chairman of the Scientific Service Com- 
mittee and what I would like to have you do for 
and with us. I can never get up to talk about 
the interesting work of this Committee without 
saying, and truthfully, that without the efficient 
help of Jean McArthur I could not have carried 
on. She could do it all by herself; she is 
marvelous. 

Ten years ago the Scientific Service Commit- 
tee was formed in this state and I think Dr. Hut- 
ton was the first chairman. We now have a very 
reliable list of speakers with a very varied list 
of subjects. As you know, the only function of 
my committee is to furnish you with programs. 
We can and do give you individual speakers of 
your own choice. We can and do give you clinics 
of various kinds. You can select your own 
speaker and on a given day we will send you 
these men. You can have, three, six or sixteen 
or more patients whom they will examine, and 
then they will wind up the evening with a talk 
on their special subject. 

This last year we offered you something new: 
a clinical conference. You have been mailed a 
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new list of speakers, which is the largest we have 
ever had to publish. It covers all men in the 
larger institutions and cities as well as speakers 
in the county societies throughout the state. 
If you want a speaker on medicine you can, 
through Jean McArthur, select one or two men 
who will come from Chicago or any part of the 
state you want. They will take up a subject 
with you and by selecting some of your own lo- 
cal men to open the discussion they will carry 
on for an hour or more, as long as you please. 

You can also, and we prefer it, arrange with 
Jean McArthur to have us furnish you with three 
or four programs in succession, one medical, one 
surgical or any specialties, and we can give you 
seasonable topics for discussion. For instance, 
a medical subject for October, surgical for De- 
cember and in the middle of the pneumonia sea- 
son We can give you a symposium on pneumonia. 
We have the speakers. We have a wide variety 
of subjects. We have different services to sell. 
As you know, through the Educational Commit- 
tee of the State Society all the expenses of the 
speakers is borne by the State Society. We have 
found in Chicago that when we have out of town 
speakers the attendance is up, and so we feel if 
you allow our committee to send you programs 
it should help your attendance. We are eager to 
serve every county in our state. There still re- 
main about twenty counties which have not 
called on our committee once. We are eager to 
serve all of you. 

Now what can you do for us? We would ap- 
preciate it if you would call on us and let us 
serve you. I would appreciate it very much if 
you would select from your own membership 
men who can speak so that we can put them on 
our list to send to other county society meet- 
ings, because you must have many men per- 
fectly qualified to give a talk of interest to a 
neighboring society. Also we would like to have 
you give us plenty of notice, particularly if you 
are selecting an individual speaker; we prefer a 
month or so. 

We have given you a card here tonight which 
takes just a minute to fill out, and I would ap- 
preciate it if you would fill it out. Have you 
used us and how many times? 

In conclusion I want to say that my four years 
have been as interesting as any of my lifetime. 
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I have enjoyed it. I think we have been able to 
do some good work. We will do more work if 
you give us a chance, and I thank you for your 
cooperation. 


DISCUSSION 


Miss Jean McArthur, Chicago: I would like to add 
a word to what Dr. Berghoff has said about giving 
us notice ahead of time. We realize there are emer- 
gencies and we are always glad to help you when it 
is possible, but if you do plan your meetings some 
time ahead we can get almost any speaker you want 
because we have marvelous cooperation from the men 
listed in the book. If there is someone you want 
who is not in the list in that book I am sure Dr. 
Berghoff can secure him. We also can send proper 
publicity to the newspapers; we like to keep them 
informed so the people know that their own county 
society has a place in medicine and that the local 
doctors are giving papers themselves. Most of the 
newspapers throughout the state are weeklies and if 
we do not get our notices there in time they are not 
printed. These contacts with the press and with the 
public are extremely valuable to the medical profession. 


Dr. Harold M. Camp, Monmouth: It is always a 
pleasure to tell of the cooperation of the Educational 
Committee and of the Scientific Service Committee. I 
think the Scientific Service Committee was a brain- 
child of Dr. Hutton; I believe he was the first one 
to suggest it and I happened to be a member of the 
original committee. 

It is quite possible that we are not spending as 
much money and doing quite as much postgraduate 
medical instrucion work in our society as in some 
others, but I do believe we have a splendid system 
and that we are gettting our efforts across where they 
are appreciated. I think we have reached every one 
of the one hundred and two counties in Illinois. We 
have ninety-one medical societies and we have several 
counties that have joint societies. We have three 
counties that have no medical society but the mem- 
bers belong to an adjoining county society. Our serv- 
ices in the Scientific Service Committee have reached 
every county in Illinois, some of them many times. 
Just remember that Miss McArthur will do all the pub- 
licity work for the meeting; she will send out the 
announcements from her office, make up the program, 
arrange for the speakers and do everything. We 
should be proud of the fact that in our set-up, we 
use only funds from the Society, and receive no assist- 
ance from Government, Federal or State, consequently 
it is our post-graduate service and we owe no allegi- 
ance to others outside of the Illinois State Medical 
Society. The Educational Committee and Scientific 
Service Committee will welcome suggestions from 
county societies or individual members as to methods 
by which our post-graduate services may be extended. 
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CATARACT VS. GLAUCOMA 


Louis BotHMAN, M.D. 
CHICAGO 


The differential diagnosis between primary 
glaucoma with complicated cataract, and catar- 
act with secondary glaucoma, is often very difli- 
cult to make. The fact that the glaucoma must 
be treated first and the cataract later, in both of 
these conditions, does not make the cases any 
easier to handle. 

It is important to make the correct diagnosis 
early, for both the medical and surgical man- 
agement should be altered to suit the case. If 
the diagnosis is incorrect and a trephine opera- 
tion for glaucoma done on an eye with a second- 
ary glaucoma for cataract, the lens extraction 
can be done later, but there is frequently a low 
tension with cystic bleb which may very rarely 
lead to a late infection. If an iridectomy is 
done for relief of tension and as preliminary to 
lens extraction, in a case of glaucoma with cata- 
ract, the tension frequently remains high, and a 
second operation may be needed to control the 
tension and save the vision, until the lens is ex- 
tracted later. 

DIAGNOSIS 


The age of the patient may be of little value 
in the diagnosis, for both conditions occur in 
middle or late adult life. If the patient is a 
very good observer, as well as intelligent, the 
history may be of value in the differential 
diagnosis. 

A patient who has had frequent attacks of red- 
ness, with or without pain, nausea or emesis, and 
who has observed halos of prismatic colors around 
lights at night and gradually reduced vision for 
either distance or near, or both, is very likely 
to have primary glaucoma with complicated cat- 
aracts. If the history is one of slow loss of 
vision, and the redness and halos occur later, it 
is more likely that the glaucoma is secondary 
to the cataracts. We all know how insidiously 
glaucoma appears, without any other symptoms 
except the gradual loss of vision, so that we 
know the history alone is insufficient to make a 
diagnosis. 

SUBJECTIVE EXAMINATION 


Vision alone is of little aid in diagnosis. The 
Read before Section on Eye, Ear, Nose-and Throat, Illinois 
State Medical Society, Rockford, May 3, 1939. 
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field examination is of primary importance. If 
the patient still has sufticient vision, both central 
and peripheral field tests should be made. 

Careful perimetry should be done to discover 
a possible Bjerrem scotoma or enlargement of 
the blind spot in the central field tests, and for 
the Roenne step, nasal field loss or peripheral 
constriction in the outer fields. If the vision is 
reduced so that this test isn’t possible with the 
usual targets, a light field should be taken. 

The findings of a Bjerrem scotoma, Roenne 
step, or nasal field losses, are more frequently 
seen with primary glaucoma. Enlargement of 
the blind spot, unless it is due to congenital 
anomalies, posterior staphyloma or such condi- 
tions around the disc, is often due to pressure 
atrophy from long continued intra-ocular tension. 
Constriction of the central field to within a few 
degrees of the fixation point is most often due 
to primary glaucoma. 

These field defects may be found with second- 
ary glaucoma, but with less frequency, and they 
may be less marked if the tension is lowered; 
while with glaucoma, reduction of the tension is 
less likely to show larger fields if the glaucoma 
has been present long enough to have produced 
secondary cataracts. Peripherally constricted 
fields, even with uniform constriction to within 
10° of the fixation point are, in our experience, 
more likely to be due to secondary glaucoma 
from the swollen lens. 


OBJECTIVE EXAMINATION 


The size of the globe may be of some aid in 
the diagnosis. A small eye, which is usually 
hyperopic, with a corneal diameter of 10 mm. or 
less, is more likely to have glaucoma with com- 
plicated cataracts, than vice-versa; whereas, a 
large globe, frequently myopic, with cataract and 
tension is more likely to be a glaucoma secondary 
to a complicated cataract. 


CATARACTS 

Slit lamp study of the cataracts is of aid in 
the differential diagnosis. If the cataract is not 
mature, the opacities can be localized and their 
size and shape studied. The senile cataract with 
glaucoma is more likely to have a tense capsule 
with edema of the epithelium, riders or sector 
shaped or linear radial opacities, and senile 
nuclear changes ; while the cataract complicating 
glaucoma is more likely to have chiefly a sheet 
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of granular, fawn-colored, posterior subcapsular 
opacities with similar anterior subcapsular 
changes, and a clear or relatively clear nucleus. 

In these cases the iris diaphragm may appear 
to bulge forward. In both, the anterior chambers 
are shallow. ‘The posterior cornea may have 
brown pigment flecks, which must not be con- 
fused with the keratitic precipitates of iritis. The 
color of the iris may be altered in both condi- 
tions, but the iris body is more likely to be 
atrophic in primary glaucoma, and less atrophic 
or even swollen in the type secondary to cataract. 
If the dise is visible it is much more likely to 
have an ampuliform excavation in primary glau- 
coma, and less likely to be pathologically exca- 
vated and even appear normal with secondary 
glaucoma. Response of the eye to medicinal 
therapy may be of some aid in the diagnosis. 

In primary glaucoma with anterior synechiae, 
miotics are less likely to ‘be effective, while 
the mechanical blocking of the spaces of Fontana 
by the swollen iris diaphragm is more likely to 
be relieved by miotics. Both may respond to 
sucrose intravenously. In cases with very high 
tension, eyebaths with an eyecup for 10 to 15 
minutes every hour, using 1 or 2 per cent. 
pilocarpine or 1 per cent. eserine, combined with 
100 cc. of sorbitol intravenously, very frequently 
lower the tension to within safe limits within 
three to 12 hours. 

REPORT OF CASES 

Mr. J. J. (61).—4/14/32.—The vision had been 
gradually diminished for the past year. The vision 
became smoky in the afternoon. There were no halos 
or rainbows. RV = 20/200, LV = 20/200. The R pe- 
ripheral field had a seeing area 10° below, and 30° tem- 
poral, nasal and above the fixation point. The L 
peripheral field was full, except for a sector defect in 
the lower nasal portion extending to within 15° in 
285 meridian. The lenses showed nuclear sclerosis 
with a dense posterior cortical opacity supernasally. 
The discs appeared to be normal; pupils R and L 
4 mm.; Sch. R56 L61 mm. of Hg. The tension was 
reduced with pilocarpine to R35 L30.5 mm. 

L iridectomy was advised and done and on 4/22/32 
the Sch. was R25 Li4 mm. This was followed by an 
extracapsular L lens extraction. The second day after 
the cataract extraction the wound lips bulged and much 
cortex appeared above. A groove appeared in the 
horizontal axis of the cornea. A conjunctival flap was 
prepared, the wound opened widely, a bit of necrotic 
cornea removed, the anterior chamber was emptied, 
and the flap pulled down over the cornea. A milk 
injection was given, and the temperature rose to 103.2°. 
The R. Schiotz was 35.5 mm. on discharge. The globe 
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remained injected, deep corneal bloood vessels appeared, 
and the wound continued to shrink. There was no 
light perception, and an enucleation was done. 

8/25/32.—The histological sections showed an un- 
healed corneal wound, epithelial cyst in the wound 
tract, deep keratitis, atrophy of the uvea and retina, 
cyclitic membrance in anterior and posterior chambers, 
detachment of the choroid, and retinal and supra- 
choroideal hemorrhages. The R lens became more 
opaque, and vision was reduced to hand motion at one 
foot. Pupil 1.5 mm. and Schiotz 17 mm. under pilo- 
carpine. 

11/6/33.—A combined R lens extraction with com- 
plete iridectomy was done. The postoperative course 
was very stormy. The iris was pulled up to within 5 
mm. of the superior limbus, and the small pupillary 
Many new blood 
The atrophic 


space filled with a gray membrane. 
vessels appeared on the iris and cornea. 
iris bulged forward, touching the posterior cornea. 
Large blood vessels ran parallel to the slightly de- 
pressed operative scar. 

4/1/35.—The eye was pale, soft, and had no _ per- 
ception of light. 

This was a case of glaucoma with complicated 
cataracts. The R lower half field loss and the 
L lower nasal quadrant loss should have been a 
warning. The iridectomy should not have been 
done. A filtration operation might have been 
preferable. A longer interval between iridectomy 
and lens extraction might have prevented the 
subsequent choroidal atrophy, ete. With the 
poor result in the left eye the right need not 
have been operated on. In both eyes there seemed 
to be no recuperative power, though the patient 
appeared to be a hale and hearty man. 

In this case, no matter what surgery was at- 
tempted, we feel that the result would have been 
the same. 

Mrs. H. G. B. (57).—On 12/27/36, when admitted, 
the patient stated that she had been unable to read 
with the right eye for three months, but could still 
read with difficulty with the left. Distance vision had 
become gradually worse during the past three years. 
The eyes had often been “bloodshot,” but there had 
been no pain or halos. 

Findings: RV = 5/200 LV = 20/200. The right tem- 
poral and palpebral conjunctiva was injected. Both 
lenses had anterior and posterior cortical riders with 
moderate nuclear sclerosis, some R ‘Wasserspaltung.” 
R fundas details could not be seen. L disc was normal. 
Pupils (homatropine) R and L 7.5 mm. Schiotz R 
and L 31. Pilocarpine 2 per cent. and eserine 1 per 
cent. reduced the tension to only 29 mm. after an hour. 
Eserine 1 per cent. was ordered q.i.d., and in 48 hours 
the pupils were R and L 1.75 mm., and Schiotz R20 
and L21.5 mm. of mercury. The R Bjerrem field 
was constricted to 5° with a 6 mm. test object, and 
the right to 10° with a 3 mm. target. 
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R iridectomy was done on 12/29/36, and eserine 1 
per cent. used q.id., in the left eye. 

On 2/1/37 RV = Counted fingers at one ft, LV = 
20/200-1. Pupils R 5x7 mm. L 2 mm. Sch. R 25.5 
L 24 mm. R extracapsular lens extraction was done. 

3/31/37.—R + 12.50 +1.50c180 = 20/30 + 3. 

11/11/37.—R_ pupil 3x4 mm. L 6.5 mm. (homa- 
tropine). Sch. R20.5 L29. The L lens had a dense 
nuclear schlerosis, marked prominence of the adult 
nucleus, and a sheet of vacuoles beneath the anterior 
capsule. Miotics were continued and L combined in- 
tracapsular lens extraction was advised; this was done 
on 11/12/37. Aside from a slight hemorrhage on the 
vitreous, there were no complications until 12/18/37; 
the Schiotz R=28 L=94 mm. Pilocarpine 2 per cent. 
q.id., was ordered, and the following day the Schiotz 
was 75 mm. Under pilocarpine baths the tension 
dropped to 63 mm. After 400 cc. of sucrose intra- 
venously, the tension dropped to 29 mm. 

On 12/21/37 a L cyclodialysis was done in the lower 
temporal quadrant. There was severe pain for two 
days, and moderate anterior chamber hemorrhage. 
Descemet’s membrane was detached at 4:30 to 6 o’clock. 

1/12/38.—Pupils R3x5 mm. L4x6 mm. Schiotz R22 
L16 mm. L-+ 11.00 + 3.00c120 = 20/60 + 1. 

1/5/39.—Schiotz R22 L17 mm. An R needling was 
done. 

1/10/39.—Schiotz R37.5 L1i7 mm. Pilocarpine 1 per 
cent. was used which kept the tension at 19 mm. 

3/2/39.—R + 13.50 + 1.00c40 = 20/12. L-+ 14.00 + 
1.00c110 = 20/20. The Bjerrem fields were 35° and 
the R blind spot was 1% times normal size. Pupils R 
and L 3x4 mm. Schiotz R17 L1i6é mm. 

This was a case of cataracts with secondary 
glaucoma. The tension was readily controlled 
by iridectomy, and the lens extraction later done 
without difficulty. The attack of glaucoma fol- 
lowing lens extraction is more likely to occur 
in an eye with preoperative glaucoma attacks, but 
it also occurs without previous glaucoma. 

Cyclodialysis is the operation of choice in this 
type of glaucoma. 

Mrs. L. P. (75). 4/9/36.—Six weeks ago pain and 
redness appeared in the left eye. This radiated to the 
jaw and kept the patient awake. The left vision was 
no worse than at onset. She did not know that she 
was unable to read with the left eye. She had R 
iritis 12 years ago, but no trouble since. She has had 
rheumatism in the right arm for four weeks. 

Findings: Left eye had a slight circumcorneal in- 
jection and shallow anterior chamber. Pupil was 
R4.5x5 mm. and fixed. Each lens had a_ nuclear 
sclerosis. Sch. R and L was 23 mm. 

4/16/36.—The left eye has had severe pain for five 
days. She noticed halos for the first time last night. 
RV = 1.0 LV=0.1 Sch. R24 mm. L69 mm. R disc 
was normal. She was admitted to the hospital. The 
tension was reduced to 17 mm. and a L superior 
iridectomy was done. Tension study of the right eye 
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showed highest tension was 28 mm. at 11 P. M. 
LV—225W — 0.25c180 = 0.3. 

6/22/36.—She was admitted to the hospital and ten- 
sion study showed a rise to 45 mm., and R superior 
iridectomy was done. Both lenses showed cortical 
opacities progressing and vision reduced to R and L 
0.2. Sch. R was 20, L25. 

The tension remained normal and lenses became more 
opaque over an eleven months’ period. The left vision 
had always been poorer than the right and it was 
decided that the left eye had always been amblyopic. 
A R extracapsular lens extraction was done on 5/13/37. 

7/21/37.—The R Schiotz was 52, L29. 

A R trephine operation and needling was done on 
8/22/37. Some vitreous presented. 

11/9/37.—R + 10.00 + 2.00c30 = 5/75. 

1/4/38.—R_ needling was done. 

4/12/39.—R + 12.00 + 1.00c90 = 1.2-4. Sch. R25.5 
Lay. 

The Bjerrem fields showed peripheral constrictions 
only, R to 25°, L to 10°. The blind spots were of 
normal size. 

The left lens has not been removed. 

This was a case of senile cataracts with second- 
ary glaucoma. The history of old iritis in this 


case could be ignored, for there was no evidence 
of old precipitates, posterior synechiae or cata- 
racta accreta. We believe that the detension 
operation on 8/22/37 should have been a cyclo- 
dialysis without any needling. That should have 
been done later. It was repeated five months 
later with a good result. 


SURGICAL TREATMENT 

Cases of secondary glaucoma following cata- 
racts should have a broad, complete, superior, 
iridectomy. In these cases it is not likely that 
the anterior synechiae have formed, so that the 
iridectomy will serve to relieve tension, and is 
also preliminary to cataract extraction. Such an 
operation does not interfere with a subsequent 
lens extraction, 

In primary glaucoma the reduction of tension 
to preserve vision is the first consideration. If 
the cyclodialysis is effective it would be the oper- 
tion of choice. Here, the result would not be in- 
terfered with by a subsequent lens extraction. If a 
trephine, or iridencleisis operation is done, the 
subsequent lens extraction is more complicated, 
for the filtrating scar must be saved to keep the 
tension normal, This means either a corneal in- 
cision with corneal sutures, if the extraction is 
done above; or a lens extraction via the inferior 
limbus. Either can be done successfully. 


In our opinion, attempts to combine lens ex- 
traction with detension operations should not be 
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attempted, for the results are too often dis- 
astrous. It is far more safe to have the tension 
normal, the eye quiet and pale, before the cata- 
ract extraction be attempted. The danger of an 
expulsive hemorrhage of the choroid is thus mini- 
mized, and there is no lens cortex and less bleed- 
ing to interfere with establishment of aqueous 
drainage from the eye. 


PROGNOSIS 


In cases of primary glaucoma with compli- 
cated cataract the tension has been high over a 
considerable period of time. The high tension, 
which led to the disturbed lens metabolism and 
cataract, also damaged the optic nerve fibers, 
so that it would be unreasonable to expect the 
restoration of good vision. In these cases, if 
the fields indicate the presence of central vision 
and the scotoma not too near the fixation point, 
the outlook can at least be hopeful, but very 
guarded. 

Cases with senile cataracts which develop high 
tension are discovered more promptly, and the 
optic nerve fibers are less likely to have sustained 
permanent damage. In such cases, the outlook is 


much better and the prospect of restoring useful 
vision is fairly good. 


SUMMARY 


Cases illustrating glaucoma with complicated 
cataract and senile cataract with glaucoma are 
presented. The differential diagnosis is discussed. 
The prognosis for maintaining vision in the 
former is extremely grave, while the prognosis 
in the latter is much more favorable. 


CONCLUSION 


It is very important that the correct diagnosis 
be made, not only for its value in prognosis, but 
because the results obtained depend on the treat- 
ment and surgery done. An incorrect diagnosis 
may make it necessary to do several surgical pro- 


cedures, which these eyes do not tolerate too well. 
310 South Michigan Avenue, 


DISCUSSION 
Dr. Harry Woodruff, Joliet: I think one should 


have in mind the conditions which can cause loss of 
vision when a patient presents himself, In an adult 
or an older person with a history of loss of sight you 
have in mind, of course, a number of conditions, but 
probably the most prominently so, a beginning cataract 
or the possibility of glaucoma. If you have these things 
in mind when you start in you are not apt to lose them; 
you eliminate them, so to speak. The problem of 











October, 1939 


which comes first, the chicken or the egg, is more 
difficult. You have a case of lens opacity, elevated 
tension and, as Dr. Bothman said, you may not be 
able in every case to decide which was the primary 
factor. Many ophthalmologists follow the practice in 
all cases of senile cataract where an operation is neces- 
sary, of doing a primary iridectomy. In that particular 
instance, of course, it is pretty safe—safer, than to 
attempt to do all in one operation. 

I have not had as much experience as some with 
the cyclodialysis operation, but I think in the case he 
has mentioned it was fortunate. In these cases where 
extraction has been done and they have tension, it may 
be indicated, yet I am not entirely weaned away from 
the idea of deep iridectomy. Dr. Allen has been show- 
ing us the importance of getting into the base or root 
of the iris. That can always be done with a fairly 
deep anterior chamber by using a cataract knife in- 
stead of a keratome, and I still believe that a properly 
performed deep iridectomy still has a much better 
chance, even in the chronic simple variety of glaucoma, 
of permanently reducing the tension, rather than an 
iridectomy with the incision made with a keratome. 
You never get to the root of the iris, and if you get 
a reduction in tension you get it because some drain- 
age is established. 

I commend Dr. Bothman for reporting that terrible 
case of the one eye which was lost. In these cases of 
cataract where an operation is to be performed, the 
patients are put under some anesthesia such as avertin, 
to reduce the intraocular tension as well as the general 
blood pressure. I have found that anesthesia is pretty 
safe. It certainly greatly reduces the danger of intra- 
ocular hemorrhage which is the thing to be feared in 
an elevation of tension. Of course that takes care of 
the case immediately, but does not take care of the 
future of the patient. 

I want to commend this paper of Dr. Bothman’s 
because of the painstaking care he has taken in trying 
to decide as to the best means of preserving vision in 
these eyes, and I believe with such care and such pains, 
and having these things in mind we will get better re- 
sults. Of course we are accustomed always to take 
the tension of the eye with the fingers, only using the 
tonometer if we are suspicious. Perhaps we would do 
better if we did make it routine practice to use the 
tonometer in all cases of diminished vision. 

Dr. H. L. Ford, Champaign, Illinois: I should like 
to ask Dr. Bothman his details of visual field study 
Also, his impression of iridencleisis—not for this par- 
ticular type of case, but his reaction to the operation 
in general—where indicated. 

Dr. Louis Bothman, Chicago (closing): I fear that 
Dr. Woodruff misunderstood me in regard to the 
operation on the case with high tension. All tensions 
were reduced and kept down for twenty-four hours be- 


fore operation. Even the case with a tension of 94 
mm. was down to 28 mm. before the operation was 


done. We do retrobulbar injections of adrenalin in 
preparation for surgery in these cases. The complica- 


tion was not due to the operation. It was due to 
deterioration of the eye from a prolonged high tension. 
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I should have gone more into detail about taking the 
fields. Many times, in cases with very poor vision, 
one cannot take a field even with a 1 cm. target. With 
a large test object or a spot of light there may be 
only a temporal field. In such a case you are most 
likely dealing with a case of glaucoma. We try to 
take the field with a 3 mm. target in all cases. When 
the vision is greatly reduced we try up to a 1 and 2 
cm. target. If this isn’t possible we try to get a light 
field, especially in new cases when the fundus cannot 
be seen. Occasionally, one sees a mature cataract in 
an eye with a large detachment. The defect in the 
light field may be the only indication in such a case 
which would offer a poor or hopeless prognosis, and 
if the outlook for recovery of vision is poor, we would 
prefer to know it beforehand, not after operation. 





RABIES CONTROL IN ILLINOIS 
CeciL A. Z, SHARP, M.D. 


SPRINGFIELD 


There is little data as to the prevalence of 
rabies in the United States prior to 1890. How- 
ever, the census of that year reported 143 human 
deaths scattered over some 30 states. Annual re- 
ports of human and animal rabies offer fairly 
reliable statistics from that date. It appears that 
the incidence of rabies fluctuates from year to 
year in different communities. Apparently this 
is due to the fact that citizens in the infected 
area are frightened into carrying out the neces- 
sary control measures after the disease has taken 
the life of one or more humans. It is indeed 
fortunate that it is possible to lock the barn 
door before many horses are stolen. 

Because this disease is of local, state and na- 
tional importance, its contro) has been carefully 
studied for many years. The three principal fac- 
tors to be considered in the spread of rabies are 
(1) the source—rabid dogs for over 90 per cent. 
of the bites in Illinois; (2) the mode of trans- 
mission; and (3) the susceptible individual. 

We will now take up each of these three steps 
in order. The source of human rabies is nearly 
always the dog. The dog receives his infection 
from another infected animal that has bitten 
him. While all animals are susceptible to the 
disease, it is spread by biting animals. Some 
few cases are attributed to contamination with 
the saliva of sick animals. The mode of trans- 
mission from the rabid animal to the human 
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is usually the bite forcing the infectious saliva 
into the wound; rabies is a wound infection. 
The virus must enter the body through some 
break inthe skin or mucosa. Our third factor 
in the control of rabies is the susceptible indi- 
vidual. This is the person who has been bitten 
by, or exposed to the saliva of a rabid dog, His 
only salvation is prompt and thorough treatment 
of the wound with fuming nitic acrid and a com- 
plete course of antirabic vaccine. An elementary 
approach to the problem would indicate that the 
control of rabies may be effected by: 

1. Killing or vaccinating all biting animals or 

2. Keeping all humans and animals separated 

or 

3. Vaccinating all humans. 

Such proposals are not practicable. 
just as a rat-borne cholera is effectively controlled 
by killing rats so could rabies be controlled by 
eliminating the stray and ownerless dog. 

In England during the year 1895 no less than 


However, 


attributed to rabies. 


There was an enormous reservoir of infection in 


672 human deaths were 
the canine population. At the turn of the pres- 
ent century the greatest rabies control program 
ever initiated was carried to completion in Eng- 
land. All dogs were required to be muzzled for 
a period of two years; all unmuzzled dogs were 
destroyed. From that date all dogs brought into 
England must be kept in quarantine for a period 
of six months. In this manner rabies has been 
completely eliminated. No cases made their ap- 
pearance until a few dogs were brought in by 
airplanes at the end of the war. However, this 
has been stopped, and again England is free of 
rabies. 

The 


rabies and have succeeded in keeping it so by 


sritish found Australia to be free of 
placing a six-months quarantine on all incoming 
Such a program, to be effective, need not 
cover an entire continent. Rabies is practically 
non-existent in Denmark, Norway, Sweden and 
Holland. 
dog control. 

Until we make a concerted effort to kill 
all stray and ownerless animals, we have no 
way of knowing how large this unowned dog 
population really is. In 1936 the City of Decatur 
killed 8,600 ownerless dogs and 3,626 ownerless 
eats. During that year there were reported only 
209 dog bites. None of the animals were rabid. 


dogs. 


This has been accomplished by strict 
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In 1937 Dr. H. C. Rinehart, Chief Veterinarian, 
Illinois Department of Agriculture, estimated 
there were over 350,000 dogs in Cook County. 
Chicago, however, had only 24,000 taxed dogs. 

The Ilinois Department of Agriculture has 
jurisdiction over the placing of animal quaran- 
tine in Jinois. ‘Township-wide quarantine is 
placed in those areas where rabid animals are 
found. It is the duty of the local law enforcing 
agencies to carry out the quarantine. In view of 
the fact that practically all counties in Illinois 
suffer damage to live stock from stray dogs it is 
hard to understand why local officials are not 
more interested in preventing this economic loss. 
This loss averages over $200,000 per year in our 
state. 

The Illinois Department of Public Health has 
been charged with the free distribution of rabies 
vaccine to persons reported to need the treatment 
for the prevention of rabies. 5,032 persons were 
given a complete series of rabies vaccine in 1937. 
During that year we had four deaths from rabies, 
only one of this group received any vaccine. A 
check on the reported number of deaths for rabies 
in the years 1918-1937 inclusive in Illinois re- 
veals the fact that 88 human deaths were reported 
as caused by rabies. There appears to be an 
increase in the incidence of rabies in both dogs 
This is 


followed by a decline for about three years, then 


and man every eight or nine years. 


a steady rise until the peak is again reached. 
An adequate program for the control of rabies 
in Illinois has already been initiated and is being 
Educational demonstrations, 
lectures and movies are shown in public schools 


carried forward. 
and to interested groups. News releases are pub- 
lished by the Department of Public Health, and 
literature is distributed by both the Department 
of Public Iealth and the University of Illinois. 
The Department of Agriculture is of the opinion 
that 95 per cent. of the dogs vaccinated with the 
single injection of rabies vaccine are immune for 
one year. However, relatively few downstate 
The chief action of 
the Department of Agriculture is in securing 
the proper enforcement of the present laws re- 
lating to dogs. 

The Department of Public Health examines 
the brains of all animals submitted for determi- 
nation of rabies. The results of this examination 
are sent to the person submitting the head, and 


dogs are being vaccinated. 
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specific recommendations regarding the treatment 
of exposed persons accompanies this report. 

The physicians report all animal bites and 
these reports are followed up by a questionnaire 
seeking information in regard to the status of the 
animal and the need for treatment of the bitten 
individuals. 

Each positive animal head is reported to the 
Department of Agriculture and an investigator 
The in- 
vestigator recommends some control measures, 
usually a state quarantine for a given area. This 


is sent into the area for a checkup. 


quarantine is advocated for a period of 90 days 
following the last reported case of rabies. In 
those areas where the local officials really co- 
operate in the enforcement of the dog quarantine 
the control is very effective. 

While we do have localities where the officials 
practically ignore the quarantine, we must in all 
fairness state that many officials request the aid 
of the Department of Agriculture in the control 
of rabies. A forward-looking group of local offi- 
cials can save almost any county in our state 
$2,000 annually in damage done to livestock by 
simply killing all unlicensed dogs. This means 
a persistent all-year effort in ridding the com- 
munity of these unwanted marauders. Our future 
control efforts must. be directed at educating 
the local officials. 

RABIES DEATHS IN ILLINOIS BY YEARS 


Year Deaths Year Deaths 
REE cc nwslgwwletaceeees 2 BRAG Si ics eee eka 3 
RN eons) alt pescabat ackseree 4 BO a 2e ass gees 4 
BESO caccisiore divs 00084 6:08 1 De diclura'c isco wc cision aca 4 
POG Soke a nesieues ces 1 FGAD i vtinacte ceeeecion 7 
PE Nek ece eee iele enews 0 PRAY Voce sRe renewed 6 
Re can « Saratow weit 0 BOGS atarescmcdecces Se 5 
We) | ca ae eek er 3 Dts oka cla xiii ts 9 
BOSS) Siswigk ae acicenins 1 EEE, Gonk cc e aamvidle ce 4 
RY ccecaipotarn oon. aterste orale 3 aeRO EPR PSR 5 
SOS vies Soba Hees 11 —_ 
COR dccacceaacicasnes 14 Grand Total. ..6. 0s 93 
iii sod gt ciausle Oise eee 6 


RABIES VACCINE DISTRIBUTED IN ILLINOIS 


14-dose Extra 
Year Treatment 7 -doses Deaths 
Dae bao weacmat asec cee 1459 361 6 
SOE eetsivntewweecere 2248 384 5 
1936 (9 months)...... 3093 2210 
(3 months)...... 2031 657 
5124 2867 9 
SOT Fi 5 05-0e ca Oeiecow ee 5032 2795 4 
RES. Fie. Me eieote esas 5124 2867 5 


NUMBER OF DOG QUARANTINES ESTABLISHED 
BY DEPARTMENT OF AGRICULTURE 


Year Number Year Number 
eee ere re 12 BO 8 oe 6b ere sb acee ns ee 84 
ED “de gratasaratica; the sca/eaois 17 TIE rai sk ecg suit Ra aes 45 
TR Seen cueeciges 34 — 
SY 3 ia eSws ewe 63 Grand Total....... 255 
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POSITIVE LABORATORY EXAMINATIONS FOR 
RABIES IN DIFFERENT LABORATORIES IN 
ILLINOIS DURING FIVE CALENDAR YEARS 

1933 1936 1937 

Main Laboratory, Springfield... 81 210 130 110 129 

Branch Laboratory, Carbondale. 131 167 155 132 130 

Laboratory, Chicago... 16 26 60 138 120 

Laboratory, Urbana... : rhe Ae ee ae 

Chgo. Health Dept. Laboratory. 11 140 227 502 208 
University of [Illinois Laboratory 


of Animal Pathology........ 36 33 77,—«(119 208 


Branch 
Sranch 








i Miglhis Siv-g Selous aus wales 275 576 649 1001 795 





Total 
Dr. Sandor Horwitz, Peoria: The City Council of 
Peoria has recently passed an ordinance investing the 
control of rabies in with the Department of 
Health. 


The ordinance 


dogs 


provides for immunization against 
rabies and the licensing of all dogs. It further em- 
powers the Department of Health to require dogs that 
have bitten persons to be kept under the observation 
of a veterinarian for 14 days. There is also a pro- 
vision for the establishment of a dog quarantine. 
There was objection on the part of some of the 
Aldermen to the fee charged by veterinarians for im- 
munization. However, the veterinarians of the city 
agreed to charge a uniform fee of $1.50 for this service 
but this is not incorporated in the ordinance. The 
veterinarians have also agreed to perform free im- 
munizations for those that cannot afford to pay for 
the service, while the Department of Health pays for 
the vaccine used in this group. 
Dr. Maurice Gore, Aurora: 
bites an individual. We wait fourteen days. We 
presume the dog will die in eight or nine days. Sup- 
pose the dog is rabid and he is killed. Will the saliva 
have the virus at that time and will the brain show the 
Negri bodies, and will a dog who eventually becomes 
rabid have the virus in the saliva before the Negri 
bodies show up in the brain? You take a dog who 
bites an individual and it is killed immediately. We 
don’t have a chance to determine whether or not the 
dog is going to be rabid or is rabid at the time. 
Frequently those heads are negative. Has the dog 
got the rabies virus in the saliva at that time? Then, 
if the dog has not got the virus in the saliva and the 
dog is killed at the time it bites the individual, what 
is the necessity of giving those individuals the vaccine 


You take a dog who 


as a prophylactic? 

Dr. H. J. Shaughnessy, Chicago: It is generally 
assumed on the basis of a limited amount of research— 
not a great deal it is true—that the virus is present 
in the saliva of the dog at least a week before the dog 
shows symptoms of rabies. Of course, it is on that 
basis that we give vaccine when the Negri bodies 
cannot be found because the dog is killed too early for 
them to appear. 

Dr. R. C. Farrier, East St. Louis: In our depart- 
ment we carry on a dog bite control. With every 
report we have of a dog bite our sanitary inspectors 
immediately try to get to this dog, and we have this 
dog put up for a period of fourteen days. And if 
we find the person who owns this dog that has bitten 
some one who will not confine the dog, we take the 
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dog away from him and put it in the city pound or 
get the police after him and make him do it. And I 
insist that no one start taking the vaccine if the dog is 
still living and if the dog shows no symptoms of 
rabies and the person is not bitten on the face.. There 
are two or three things we have to carry on quite a 
lot of educational work on. There is a deepseated 
tradition that a human who is bitten by a rabid dog 
will go mad in nine days. I have been studying the 
situation very much for the last fifteen years, and find 
that the average incubation period is from forty days 
to one year. But the only cases that I have come in 
contact with is the incubation of about four months. 

In East St. Louis about four or five months ago 
a newspaper reporter came into my office and asked 
me if we had a reported death of a woman in the 
hospital. I said, no. He was a very alert sort of 
fellow on one of the St. Louis papers. He said, “Do 
you know that woman was bitten by a cat about four 
months ago and they didn’t pay any attention to it?” 
And they asked the family physician if the woman 
should take this vaccine. They did a postmortem on 
this woman and found Negri bodies in the brain, and 
it was reported as a case of rabies. I have known of 
a few cases of probable paralysis following the vac- 
cination. Whether it was the vaccine or whether it 
was something analogous to postdiphtheria paralysis 
that you get from diphtheria where your diphtheria 
antitoxin will prevent diphtheria but will not prevent 
paralysis, I do not know. 

Now, I do recall in the South when I first started 
in public health work that I succeeded in getting a 
country-wide law passed that forced every dog to be 
vaccinated, and in three or four years we did not find 
a single case with a positive reading. And all the 
dogs that were not vaccinated were destroyed. An- 
other thing I am watching very closely is to see 
whether epileptics who take the vaccine are improved. 
I am wondering if rabies vaccine will cure epilepsy. 

Dr. Sharp: Do you refuse to allow the patient to 
take the vaccine? 

Dr. Farrier: Here is what I said. I try to keep 
them from taking it and have the dog confined. If 
the dog bites an individual and we can’t find the dog, 
I advise him to take the vaccine. 

Dr. Sharp: In case the dog is found and the person 
has been severely bitten about the face or neck, would 
you still advise them to wait? 

Dr. Farrier: Yes. I think the dog will die in four 
or five days anyway. 

Dr. Sharp: We have had cases of rabies in Illinois 
in humans where treatment was instituted in three 
day’s time and they died. We had deaths occurring 
as short as twenty days after the bite and they were 
given treatment and still went on and died. That’s 
been our experience along this line. All of these were 
very severe bites about the face. These individuals 
may be severely bitten about the face by a rabid animal 
but they will not show symptoms until nine or ten 
days after the bite. 

Dr. Ailes: The human died twenty days after the 
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bite and the treatment started three or four days after 
the bite? 

Dr. Sharp: Yes. 

Dr, Baxter: We had a girl who died thirteen days 
after a bite on the lip. 

Dr. Sharp: We have had a number of patients 
that died in less than 20 days after being bitten. I 
don’t have the exact figures. 

Dr. R. M. Bissekumer, Rockford: As to the mode 
of transmission of the virus in the human, suppose 
you are bitten on the arm or the leg. Is that trans- 
ferred by the blood stream or the lymph stream? 

Dr. Sharp: We are under the impression that the 
virus travels along the nerve trunks to the brain and 
that the closer the bite is to the brain the shorter 
the incubation period. With a person bitten on the 
foot, the incubation period may well be sixty or eighty 
days. If bitten on the lip, where we have nerves 
extending directly to the brain, the incubation period 
may be as short as thirteen days as has been stated. 
So, for that reason we are particularly anxious to see 
that all severe bites and all bites near the brain are 
treated at once. If this patient could be treated for 
three, four, five or six days, and then the dog is 
determined to be rabid, we would have all that treat- 
ment in the patient. 

Dr. Bissekumer: We had a case in Rockford. I 
think it was something like twenty-one days after he 
was bitten, and that was by his own pet dog, too. I 
don’t know where he was bitten but death occurred in 
about twenty or twenty-one days following the dog 
bite. 

Dr. Sandor Horwitz, Peoria: Did he get any treat- 
ment? 

Dr. Bissekumer: Yes. Instead of being instituted 
in two or three days there was a delay. That was 
before we had free vaccine. And you had to have the 
supervisor sign the indigent papers. Instead of being 
sent directly to Springfield for the rabies vaccine this 
request went in to Chicago. There was a delay before 
Chicago sent it to Springfield. In all, it was about 
ten days after the rabies vaccine was sent for before 
it arrived. I think it was about six or seven days after 
the vaccine was instituted that the man died. 

Dr. Horwitz: I recall a case where treatment was 
started three days after she was bitten and she took 
the course of treatment as prescribed by the State. 
Twenty-one days after the treatment was almost com- 
pleted she developed rabies and died five days later. 

Dr. Carl A. Peterson, Moline: A woman physician 
called me and informed me that a couple had been 
exposed to the saliva of a rabid bull, and wanted to 
know whether she should institute the antirabic treat- 
ment immediately. I asked her if she was certain 
the bull was rabid, and she stated that the veter- 
inarian had seen the bull clinically and made a clinical 
diagnosis, and a consultant from the Department of 
Agriculture had seen this bull and he stated that the 
bull was rabid. So, I told her to use her judgment 
in that case, regarding whether there was any abra- 
sion. She said, “How can I get this antirabic vac- 
cine?” I told her to make contact directly with 
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Springfield by ’phone. She was anxious to get the 
vaccine immediately. Would it be advisable to go right 
on with the treatment? 

Dr. Sharp: Yes. That bull was definitely rabid. 
So you should go ahead with your treatment because 
you have no means of knowing what lesions may be 
in the person’s hands. I would like to say that the 
city of Decatur has a very effective dog ordinance 
which has been in effect for several years, and rather 
than discuss that ordinance I would suggest you write 
Dr. P. A. Steele, the health officer, and ask him for 


a copy of it. 





EXCRETION UROGRAPHY 
A Comparison with Retrograde Pyelography 


ALFRED E. Jones, M.D., AND RoBert A. 
ARrENS, M.D. 
Urologist and Director Roentgen Department, Respectively 
Michael Reese Hospital 
CHICAGO 


It is now ten years since excretion urography 
was presented as a useful means of diagnosis in 
the field of urinary tract pathology. During this 
period brilliant advances have been made both in 
technic of the procedure and in the development 
of more efficient contrast media that are able, 
with smaller doses, to produce clearer shadows 
without danger of toxic effects. 

The early workers in this field had in view 
chiefly the finding of a means of intravenous 
urography that would be applicable in cases 
where retrograde pyelography was difficult or im- 
possible of achievement. As the use of the new 
method spread, however, it became evident that 
a key had been found to problems wider than 
those of urology alone. It was realized that its 
use could be of untold value to internists and 
general surgeons, and also in the field of gyne- 
cology, since many obscure abdominal conditions 
could be recognized by this method, so simple 
of application and causing so little inconvenience 
and discomfort to the patient. 

In the field of urology, excretion urography 
has more and more found a definite place for 
itself as a routine procedure. It is our aim, in 
this paper, to discuss frankly its merits and 
demerits in comparison with the older retrograde 
method. It is not a question of supplanting in- 
strumental pyelography, which is here to stay, 
and which has its own secure advantages under 
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proper indications; it is a question of checking 
up the relative values of these two useful meth- 
ods in particular instances and discovering the 
application of the one or the other. 

There is no doubt, however, that excretion 
urography is being increasingly employed in cases 
where retrograde urography would formerly have 
been used, and that the simplicity of the proce- 
dure, its regard for the comfort of the patient 
and the relatively small expense entailed are 
arguments in favor of the newer method. The 
great appeal made by intravenous urography lies 
in its applicability to patients who, for any one 
of several reasons, cannot be subjected to ureteral 
catheterization. The obstacle may be mechanical, 
or it may lie in the patient’s refusal to submit 
to the more painful instrumental procedure. 
There are intolerant bladders, bladders with di- 
verticula, bladders with transplanted ureters or 
with ureteroceles, in which retrograde pyelog- 
raphy cannot be accomplished. There are in- 
fants and young children in whom the diminutive 
size of the urethra and ureters is prohibitive. 
There are urethral strictures and bladder neck 
obstructions that resist the passage of a catheter 
or cystoscope. Various deformities and anomalies 
may prevent the introduction of a catheter or 
cystoscope. In all cases, the superior appeal of 
excretion urography is evident. Likewise, in 
cases of infection, carrying it from the lower 
to the upper urinary tract by instrumentation is 
a danger not to be regarded lightly. Intravenous 
urography avoids this pitfall. 

At the Michael Reese Hospital in Chicago we 
have become so convinced of the superiority of 
intravenous urography in: a great number of 
urological conditions that the number of cysto- 
scopies with retrograde urograms is now less than 
50 per cent. of what it was in 1930. 

It should be borne in mind that the informa- 
tion given by the retrograde method of urography 
is purely anatomic, while that obtained by the 
excretory method is physiologic as well as ana- 
tomic. Moreover, its findings are bilateral. 
Through it we gain knowledge of the functional 
activity of the upper urinary tract on both sides, 
as surely as we observe its topographical and ana- 
tomic relations. Braasch and Emmet have, in 
fact, reported, as the result of studies along this 
line, that in a series of 50 cases of various dis- 
eases of the urinary tract, in which both excretory 
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urography and differential functional tests with 
indigo carmine were used, the two in close agree- 
ment in 39, or 78 per cent. According to these 
workers, the time of appearance of the dye in 
the excretory urogram is a more important factor 
in establishing the amount and condition of re- 
maining functioning renal tissue than in the 
actual degree of visualization. While this test is 
not infallible, the extent of its agreement with 
other functional tésts is impressive, and taken in 
conjunction with the additional data on the 
presence or absence of anatomic deformity, it 
constitutes an additional, and a cogent, reason 
for the utilization of the excretory method. Even 
a poorly functioning kidney may, in a case of 
hydronephrosis, give a fairly good film at the 
end of 60 minutes, as the result of slow and 
gradual concentration. 

As technic improves, the complaint that films 
are not so sharply defined by excretory urography 
as in the retrograde method is being heard less 
frequently. Intravenous urography has reached 
a high degree of efficiency and is today able to 
present films fully as sharp in their contour as 
those produced by the older method, in the hands 
of an expert. But it is necessary to remember 
that the physiologic movements of peristalsis are 
present in all normal pelves and ureters, and 
that any contrast substance introduced by way 
of the blood stream will participate in these 
movements, which extend from the tips of the 
calyces to the ureterovesical orifices. One should 
not, therefore, always expect to see a uniformly 
well filled upper urinary tract in the normal 
urogram, although if the right moment is caught 
this view may be captured. Seldom, how- 
ever, is a normal ureter found completely filled. 
For proper interpretation of the intravenous uro- 
gram one must possess great familiarity with the 
wide variety of appearances of normal calyces, 
pelves and ureters. Sometimes a number of serial 
films must be studied and pieced together, so to 
speak, to obtain a picture adequate for diagnosis. 
Poor films may be due to insufficient filling, too 
rapid elimination, presence of gas in the intes- 
tine or to obesity of the patient. In the hands 
of an experienced roentgenologist these factors 
may not constitute any serious disadvantage. It 
is hardly necessary to state that there should be 
the closest possible cooperation between the urol- 


ogist and the roentgenologist. 
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A careful preparation of the patient is also 
necessary for the obtaining of a good film. Many 
excretory urograms fail to bring out the details 
for no other reason than neglect of this factor. 
A scout film should be taken in every case before 
proceeding to the intravenous injection. This is 
done in order to show any faint shadows that 
may become obscured by the contrast medium. 
Where renal function is normal, the best shadow 
is likely to be obtained within five to ten minutes 
after the injection. But where function is poor, 
the maximum shadow has been known to appear 
as much as four hours after injection, notably in 
polycystic kidney. When serial films are made, 
care should be taken to examine each one before 
the next is taken, in order to get a proper idea 
of the time elements involved in the particular 
case. In interpreting the films there should be 
close correlation between clinical and urographic 
findings. 

Careful selection of cases is necessary in order 
to avoid waste of time and material, for if there 
is not sufficient functioning renal tissue left to 
secrete the iodine injected intravenously, no 
shadow can be formed. It is obvious that poor 
visualization, or none at all, will be obtained in 
the poorly functioning kidney, since a certain 
degree of concentration of the iodine component 
is necessary for a roentgenographic image. Cases 
in which blood urea tests reveal a concentration 
of blood urea of 100 mg. per 100 ce. will, as a 
rule, give inadequate visualization in the intra- 
venous urogram. Herein lies its principal dis- 
advantage, for these considerations do not arise 
in the retrograde method, which forces the 
opaque substance into the ureters and pelves in- 
strumentally. This very force, however, may re- 
sult in ureteral spasm which causes deformities 
that vitiate the retrograde findings, whereas such 
spasm cannot occur when the excretory method 
is used. 

Hydronephrosis. Subject to this proviso, that 
reasonably good function remains, it is generally 
agreed that the best visualization in the excretion 
urogram is obtained in cases of urinary stasis, 
where there is obstruction of the ureter such as 
occurs in hydronephrosis and hydro-ureter, con- 
genital ureterectasis or ureteral regurgitation. 
In hydronephrosis, if secreting parenchyma is 
left, the entire sac is filled and its outline pic- 


tured. In large hydronephrotic sacs the retro- 
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grade method, as a rule, fails to fill the sac, 
through injection of insufficient contrast fluid; 
hence the visualization is incomplete, some of the 
calyces appearing and others not. Further ad- 
vantages of the excretory urogram lie in the 
more accurate determination of the site of the 
obstruction, upon which the type of treatment 
must obviously depend, and in the fact that no 
infection is carried into the upper urinary tract 
The bilateral 


urograms thus obtained have revealed that hydro- 


when retained urine is present. 


nephrosis is more common than has been sup- 
posed. The nature of the lesion causing the ob- 
struction cannot always be discovered by a retro- 
grade pylegram, since it is often possible for 
the contrast medium to stop at the level of the 
obstruction in the ureter, and give no evidence of 
what is above. 
Lithiasis. 
sults of excretion urography in the field of 
Whenever a 


Particularly impressive are the re- 


nephrolithiasis and ureteral stone. 
stone is suspected, an excretory urogram should 
be the routine procedure, precisely because of the 
urinary stasis which accompanies stone, and 
which lends itself so well to this mode of demon- 
stration. Not only is the shadow visualized but 
it is also localized, and at the same time the com- 
parative function of the two kidneys is obtained. 
These urograms are particularly satisfactory 
here, since radiolucent calculi that cannot be seen 
in a retrograde pyelogram appear in the excretory 
urogram as rarefactions in the intravenous me- 
dium. If a stone becomes impacted, totally block- 
ing the ureter, it is clearly seen, because the dye 
reaches that point but descends no farther. This 
of course does not obtain if as often happens, 
there is a unilateral anuria. In most cases of 
lithiasis the shadows are clearer than in a retro- 
grade urogram, and ther is the additional advan- 
tage of avoiding infection and possible reaction. 

Congenital anomalies are beautifully brought 
out in excretory urograms. Among those that 
lend themselves best to this mode of diagnosis 
are horseshoe kidney, double and ectopic ureters, 
unilateral fused kidney and congenital solitary 
kidney. Since the adoption of the excretory 
method, many duplications and other anomalies 
have been discovered that would otherwise have 
gone unnoticed. As these anomalies are pecu- 
liarly liable to develop pathologic changes, it is 
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of the greatest importance that they be brought 
to light by this simple method. 

In renal tuberculosis the intravenous urograms 
are not always unequivocal in their verdict. In 
late cases, however, with advanced destruc- 
tion of the kidney, the excretory urogram, taken 
in conjunction with the finding of the tubercle 
bacillus in the urine, may be decisive for diag- 
nosis. 

Traumatic injuries of the urinary tract are also 
very satisfactorily brought out. Among these are 
ruptured bladder, ureter and kidney. 
cases a torn kidney is secreting freely and the 
dye clearly delineates the extravasation. If one 
kidney is normal in the excretory urogram and 
the other not visualized there may be a torn 
pelvis with traumatized cortex and temporary 
unilateral anuria. 

Where renal tumor is suspected, the excretory 
urogram can be relied on to reveal distortion or 
deformity of the calyces in tumors of the kidney 
parenchyma, or perirenal growths. Partial fill- 
ing defects brought out in these urograms may 
appear erroneously in the retrograde urogram as 
a total filling defect. If the tumor prevents com- 
munication between the calyces and pelvis, or be- 
tween the pelvis and ureter, secretion of the 
contrast medium will fill the cut-off calyces and 
pelvis, whereas injection from below will not 
carry the contrast fluid into the calyces and 
pelvis, and a total filling defect will result. 

The excretory method is peculiarly adapted to 
differentiate a retroperitoneal from an intraperi- 
toneal tumor, since it clearly brings to view the 
distortion that is invariably produced by the 
former, by reason of the smallness of the retro- 


In some 


peritoneal space, which causes crowding and dis- 
placement. 

Solitary cyst of the kidney is well revealed by 
the presence of a dense circular shadow, becoming 
sharper in outline in the later films of a series. 

Other conditions in which excellent diagnostic 
results have been obtained, principally because 
of improved technic, include nephroptosis, in 
which the excursion of the kidney can be plainly 
seen; the physiologic pyelonephritis of preg- 
nancy; pyuria in children; ureteral spasm ; poly- 
cystic kidney, in which the shadow forms only 
slowly owing to defective function; vesical neo- 
plasm, shown by a dense filling defect; prostatic 
obstruction, and many other minor pathologic 
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The relation of ureters and kidneys 
within the bladder and _ prostatic 


changes, 
to lesions 
urethra is better brought out than by retrograde 
pyelography, since catheterization is seldom pos- 
sible if the ureteral orifices are not visualized. 

Intravenous pyelography has also a diagnostic 
value in the differentiation of the function of the 
two kidneys in the same individual. A well- 
defined picture on one side, and the lack of out- 
line of the kidney, pelvis and ureter on the other 
demonstrates loss of function in the kidney in 
which the contrast medium fails to appear. This 
(lifferential functional test is absolutely indis- 
pensable if any operative procedure is contem- 
plated. 

In its ability to pick up contiguous pathological 
findings such as perirenal abscess and retroperi- 
toneal tumors, excretory urography has likewise 
shown its great merit. For it is possible by this 
means to diagnose certain obscure abdominal 
conditions that are extrarenal; for example, the 
differentiation of abdominal masses, whether of 
intra or extra-urinary tract origin, has frequently 
been facilitated by this method of approach. In 
such cases one may hesitate to subject the pa- 
tient to the retrograde procedure, whereas the 
simplicity of the excretory method makes it fully 
acceptable to him. And it is thus possible for a 
normal excretory urogram, by ruling out patho- 
logical manifestations in the urinary tract, to 
point the way toward the true cause of the symp- 
toms elsewhere in the abdomen or pelvis. 

But there are conditions under which the ex- 
eretory method of urography will fail entirely. 
These are met chiefly in cases where the concen- 
trating power of the renal parenchyma is not 
sufficient to excrete the dye. Obviously, then, a 
ease of bilateral anuria will present a complete 
contraindication to excretory urography. Where 
actual or latent uremia is present as the result of 
functional incapacity, the procedure may likewise 
be worthless, In chronic parenchymatous renal 
disease with poor diuresis, and in advanced cases 
of chronic bilateral pyelonephritis, where the 
presence of purulent kidney infections have an 
inhibiting effect on excretion, no shadow is to be 
expected. Wherever there is renal and ureteral 
impairment of motor function, we may expect 
interference with the proper filling of the lumens, 
resulting in a corresponding distortion of intra- 
venous urogram. So that it remains true that 
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in a considerable percentage of cases where in- 
volvement of the upper urinary tract is suggested 
by the symptoms, we still find the information 
obtained from the intravenous urogram inade- 
quate and incomplete. Where there is temporary 
or permanent cortical renal damage of an exten- 
sive degree, good films cannot be looked for. It 
is for this reason that careful selection of cases 1s 
necessary before taking the excretory urogram, to 
avoid disappointment of both urologist and 
patient. 

In addition, there are certain extrarenal con- 
ditions in which the procedure is contraindicated. 
Among these are certain cardiovascular condi- 
tions, including coronary disease, advanced myo- 
carditis and decompensated heart lesions; liver 
insufficiency and cirrhosis; hyperthyroidism, pul- 
monary tuberculosis, allergic states and states of 
advanced hypertension. In none of these cases 
is it advisable to subject the patient to the tax 
imposed upon the circulation by the injection 
into the blood of an iodine compound in sufficient 
concentration to produce a_ roentgenographic 
shadow. 

If these rules are followed, no untoward reac- 
tion need be looked for from the use of intrave- 
nous urography. A slight reaction consisting of 
a flushing of the face and a sense of warmth all 
over the body is usually experienced when the 
injection starts. This soon passes off and is with- 
out consequences, nor have any remote disadvan- 
tages been observed following the use of these 
contrast substances. Swick and von Lichtenberg 
have shown that 90 per cent. of the substance is 
excreted by normally functioning kidneys within 
four hours after injection, and most of it within 
the first two hours. In no case where function 
is below normal or where the dye is necessarily 
excreted more slowly, have we observed the slight- 
est ill effects following its administration. 


CONCLUSIONS 
Summing up the advantages of the excretory 
method of urography, we may say that these are, 
chiefly: 
1. Ease and simplicity of administration. 
2. Avoidance of the discomforts and difficul- 
ties of cystoscopy. 
3. Absence of danger of infection. 
4. Demonstration of a large number of upper 
tract pathologic conditions, especially hy- 
dronephrosis and lithiasis. 
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5. Better shadows of filling defects. 


6. Ability to reveal unsuspected anomalies. 

”. Information afforded concerning physio- 
logic function. 

8. Diagnosis of contiguous abdominal changes 
with less discomfort to the patient. 

9. Production of a bilateral shadow. 

On the other hand, the disadvantages of the 

excretory method are: 

1. Poor visualization when renal function is 
poor. 

2. Too rapid elimination in normal or hyper- 


motile kidneys. 
Lack of detail in obese patients. 


Interference by intestinal gas. 
. Greater experience needed for interpreta- 


oe WW 


tion. 
Danger of indiscriminate conclusions by 
incompetents. 


%. The frequent necessity of checking by 


cystoscopic procedures, 


SS 


Both excretory and retrograde urography have, 
accordingly, their advantages and their disad- 


vantages—their merits and their demerits. It is 


not a question of one supplanting the other, but 
rather one of mutual supplementation, the one or 


the other method being found applicable in the 
individual case according to conditions, Both 


methods are indispensable in the modern prac- 


tice of urology, and will remain so. 
REFERENCES 

Swick, M.: Excretion urography with the use of iopax (uro- 
selectan), Oxford Loose Leaf Surgery, 3: 746 (188-1A to 
188-4A), 1935. 

Harrell, H. C., and Johnson, J. B.: Studies on intravenous 
pyelography, Texas State J. Med., 33: 40-43, 1937. 

Reaves, J, U.; Evaluation of excretory urography, South, 
Surg., 6: 15-19, 1937. 

Cumming, R E.: 
41-55, 1932. 

Cumming, R. E., and Chittenden, G. E.: Intravenous and 
retrograde urography; A comparative study, J. A, M. A. 
106: 602-606, 1936. 

Braasch, W. F.: Intravenous urography, Minn. Med., 14: 
978-983, 1931. 

Braasch, W. F., and Emmett, J. L.: Excretory urography 
as a test of renal function, J. Urol., 35: 630-642, 1936. 

Priestley, J. B.: Excretion urography, Radiology, 28: 559- 
564, 1937. 

Berger, R. A.: Increasing value of intravenous urography by 
improvements in technique, Am. J. Roentgenol., 38: 156-161, 
1937. 

Moore, T. D.: Excretion urography with neoskiodan, J. 
Urol, 30: 27-37, 1933. 

Engel, W. J.: Urologic problems in childhood, Radiology, 
24: 183-192, 1935. 

Rogers, J. W.: Diagnosis of spontaneous rupture of the 
kidney by means of intravenous urography, J. Urol., 36: 105- 
110, 1936. 

Sweetser, T. H.: Management of kidney injuries; With spe- 
cial reference to intravenous pyelography, Minn. Med., 18: 
283-287, 1935. 


Intravenous urography, Radiology, 18: 


A. JONES—R. ARENS 343 


Wesson, M. B.: Intravenous urography for the general prac- 


titioner, Southern M. J., 28: 16-22, 1935. 
Jones, A. E.: The possibilities of intravenous pyelography, 


Urol. and Cutan. Rev., 34: No. 10, 1930. 


Jones, A. E., and Arens, R. A.: Certain diagnostic phases 


of excretion urography, Radiology, 24; 169-176, 1935, 
DISCUSSION 

Dr. G. M. Landau, Chicago: When Dr. Arens pre- 
sents a paper it is a very complete and thorough 
presentation, and it is rather difficult to discuss a paper 
as well written among radiologists. 

I have learned one thing since the advent of ex- 
cretory urography and that is to reserve my. diagnosis 
of so-called moderate or even fairly well advanced 
hydronephrosis or hydro-ureter done by the retrograde 
method, because I think we have all learned that the 
majority of cases of so-called hydronephrosis were due 
to overdistention of the kidney or spasms which in- 
duction of the catheter produced. 

Of course, Dr. Arens has the advantage over many 
of us in the, smaller institutions where the general 
practitioner has just a faint idea of excretory urog- 
raphy. That is not said with any degree of criticism, 
but I do hope that many of our advocates of the 


method will read this paper and appreciate the fact 
that there must be preparation, that the scout film is 


absolutely essential, and that the shadows that we are 
going to be able to reveal by the excretory method 
are not going to be equally as clear as those by retro- 
grade. 

When one is dealing entirely with urologists they 
have a very good knowledge of excretory urography 
and what they may expect. I have found it necessary 
many times to sacrifice so-called determination of kid- 
ney function by using bladder compression to see if 
I might not fill out the kidneys to better advantage 
for those who are disappointed at the so-called poor 
fillings. 

The matter of a scout film I think is absolutely 
imperative and to illustrate that importance let me cite 
one case that was referred in which the accompanying 
diagnosis along with the films was reported as a 
normal excretory urogram. The scout film revealed, 
however, the presence of numerous stones in both 
kidneys. On excretion urography it was difficult to 
determine whether these were all stones or whether 
there were stones at all so completely did the dye 
blend with these opaque shadows and it is not difficult 
to understand how even the experienced eye might 
have mistaken the kidney shadows as normal. 

I thank Dr. Arens very much for the privilege of 


discussing his paper. 





CALL THE UNION! 

A little girl had been to church for the first time. 
When she returned home her mother asked her what 
she thought of church. 

“I like it very much,” she said, “but there was one 
thing I didn’t think was fair.” 

‘What was that, dear?” asked her mother. 

“Why, one man did all the work and then another 
man came around and got all the money.”—Montreal 
Star. 
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TECHNIC OF RADIUM TREATMENT OF 
RADIOSENSITIVE NEOPLASMS IN- 
VOLVING THE ANTERIOR 
VAGINAL WALL 
Frank E. Stwrpson, M. D. 
Collaborators 
J. ErNeEst Breep, M. D. 

JAMES S. Tuompson, Ph. D. 
CILICAGO 


Carcinoma, the most common and important 
tumor involving the anterior vaginal wall and 
adjacent tissues, may be primary or secondary. 

Primary carcinoma may arise in the urethra, 
Skene’s gland, clitoris, anterior vaginal wall or 
in a urethral caruncle, extending sooner or later 
to adjacent structures and frequently metastasiz- 
ing-to the regional lymph nodes. 

Secondary carcinoma may occur as a compli- 
cation of fundal, cervical or vulvar cancer, aris- 
ing from implantation, extension or lymph 
transference of tumor cells from the primary 
growth. 

Biopsy is necessary for a positive diagnosis. 

Technic. In intracavitary applications of 
radium to the anterior vaginal wall, difficulty 
has always been experienced in limiting its ef- 
fects to the involved area because of the elas- 
ticity and close proximity of the posterior and 
lateral vaginal tissues. 

Various technics have been employed. 

1. Vaginal speculums with 3 or 4 blades have 
been used to expose the tumor, but are not 
satisfactory. 

2. Vaginal “plugs” containing radium have 
been advocated. It is often impossible to in- 
troduce and keep in place a sufficiently large 
vaginal “plug” because of the pain from pressure 
on the tumor and the occasional partial atresia 
of the vagina due to the neoplasm. 

3. Irradiation via the urethra with a hollow 
sound containing radium must be limited be- 
cause of the danger of radiation injury to the 
urethra. 

4. Irradiation from the cutaneous surface 
may injure the vulva or bladder. 

5. The simplest-method appears to be intra- 
cavitary irradiation of the anterior 
vaginal wall. 

We have found the following technic satis- 
factory: 

Preparation of Radon Applicator and Carrier. 


surface 
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A tightly rolled gauze bandage 2 em. in diam- 
eter and 5 or more cm. long is used for holding 
the radon and may be called the radon “appli- 
cator.” 

To protect the lateral vaginal tissues, gold 
plates 2 to 4 mm. thick may be inserted in the 
sides of the applicator, provided there is suf- 
ficient room in the vagina. 

A moderately flexible copper wire 30 or more 
em. long and 4 mm. in diameter is attached 
to the applicator and serves as a “carrier,” the 
long axis of the wire coinciding with the long 
axis of the applicator. 




















Figure 1. “Schematic drawing to illustrate method 
of applying radium to anterior vaginal wall.” 

A. Carcinoma of anterior vaginal wall. 

B. Radon applicator. 

C. Copper wire handle. 

D. Weighted posterior speculum. 


By making the proper curve in the copper 
wire, the radon applicator may be placéd against 
the anterior vaginal wall and held in position 
hy bringing the curved wire up over the pubes 
in the middle line toward the umbilicus. 

The radon screens, inserted lengthwise in the 
center of the applicator, may thus be kept 1 cm. 
distant from the tumor and at an even greater 
distance from the lateral and posterior vaginal 
tissues. 

Preparation of Patient. The patient lies on 
an examining table in the perineal position with 
her heels in the stirrups. 

Two long antero-posterior gauze straps are 
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made to depend from the patient’s shoulders. 

A weighted, single bladed, posterior vaginal 
speculum is introduced into the vagina, the 
weighted part of the instrument hanging per- 
pendicularly over the edge of the examining 
table. 

A gold plate 2 to 4 mm. thick may be placed 
on the posterior blade of the speculum to pro- 
tect further the posterior vaginal wall. 

A bivalve speculum is introduced into the 
vagina anterior to the posterior speculum, the 
blades being inserted laterally and then ex- 
panded and held in position by means of the 
usual set screw attachment. 

We use a bivalve speculum which has blades 
12 cm. and 14 cm. long, respectively. 

With this technic, the posterior vaginal wall 
is pulled down by the weight of the posterior 
speculum and the lateral vaginal tissues are kept 
widely separated. 

All pressure is thus taken off the tumor, which 
1s exposed anteriorly between the blades of the 
bivalve speculum. 

Introduction of Radon Applicator. The tails 
of the gauze straps previously placed over the 
patient’s shoulders are crossed at the front and 
back. 

The two posterior tails are brought forward 
between the buttocks over the speculums and 
pinned to the two anterior tails lying on the 
patient’s abdomen, thus holding the speculums 
securely in the vagina. 

The radon applicator enclosed in a. sterile 
finger cot is now introduced into the vagina 
and laid against the anterior vaginal wall, where 
it is securely held by the curved copper wire. 

The free end of the copper wire lies flat on 
the patient’s abdomen, where it may be secured 
with adhesive tape. 

Dosage. In carcinoma, we place in the cen- 
ter of the radon applicator from 400 to 600 me. 
screened with 0.5 mm. of silver plus 1 mm. of 
lead. With an applicator measuring 2 by 5 cm. 
a dosage of approximately 2000 to 3000 me. hrs. 
may be given in a series of seances, each seance 
lasting about 15 or 20 minutes. 

Treatments are given daily, on alternate days, 
or less often, depending on the indications. 

The technic and dosage must of course be 
modified to suit the individual case. 

Advantages. Some of the advantages of our 
method of applying radon to the anterior vaginal 
wall are: 
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i. As there is no pressure on the tumor from 
tue radon applicator, treatments are painless and 
hon-traumatic, 

x. ‘the posterior and lateral vaginal tissues 
are kept at a suflicient distance from the radon 
lu prevent radiation injury. 

3. ‘The radon is held at an exact distance— 
1 cm.—from the neoplasm, a distance which we 
usually find desirable. 

fadium “Puncture.” The idea of implanting 
radium needles or “seeds” in a tumor involving 
the anterior vaginal wall is inviting. 

One should carefully consider this method and 
its probable results before attempting it. 

Some of the objections to radium “puncture” 
which we regard as contraindicated are: 

1. The “puncture” method always gives rise 
to pain which may be intolerable in this sit- 
uation, 

2. One can seldom be sure of reaching with 
radium needles the more remote parts of a 
malignant tumor which is at all extensive. If 
one fails to irradiate adequately every part of 
the tumor, recurrence is inevitable. 

3. There is danger of radiation injury to the 
urethra and adjacent structures. 

4. Metastasis may be induced by radium 
“puncture” of a malignant tumor in this sit- 
uation. 

Metastasis. As long as the malignant neo- 
plasm remains confined to its original focus and 
is not too extensive or deeply situated, a cure 
is possible in radiosensitive lesions. 

Once it has metastasized, the prognosis must 
be extremely guarded. Graves! says: “Vaginal 
cancer metastasizes readily to the regional lymph 
glands, those in the upper two-thirds of the 
vagina taking the same path as the cervical can- 
cers and those of the lower third taking the 
lymph route to the inguinal system of glands.” 

Treatment of Metastases. Surgical excision 
with pre- and post-operative irradiation is the 
method of choice. 

If inoperable, lymph nodes may be treated by 
irradiation alone by means of the radium “bomb” 
or x-rays. Radium “puncture” is contra-indi- 
cated. 

The prognosis of cancer with metastatic lesions 
is usually poor, although inguinal dissection, 
alone or combined with irradiation, has been 
successful in isolated cases. 
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THE CONTROL OF SYPHILIS AND 
GONORRHEA IN THE STATE 
OF ILLINOIS* 
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The control program of syphilis and gonorrhea 
adopted by the Illinois State Health Department 
is based upon a public health problem of a com- 
municable disease. The moral aspect and the 
sex behavior question has been entirely removed 
from the issue. 

Educational Measures. Educational measures 
are being employed for Public Information by 
cooperating with churches, schools, clubs and 
societies, by furnishing them with literature, 
pamphlets, moving pictures and speakers on the 
subject of syphilis and gonorrhea. During the 
past year 307,952 pamphlets on venereal dis- 
eases have been sent out of this office. There 
were 275 showings of the moving picture en- 
titled “For All Our Sakes” to an audience made 
up of over 25,000 men, women and young adults. 
These showings were sponsored under the aus- 
pices of over thirty women’s clubs, nine 
churches, one hundred different types of clubs, 
meetings and societies, fifty-three C.C.C. camps, 
and thirty schools. The dissemination of ven- 
ereal disease literature and information has been 
very enthusiastically received by the public and 
in some instances it stimulated the formation of 
local Venereal Disease Control Clubs. This de- 
partment averages fifty letters and post-cards 
requesting venereal disease literature and sends 
out over 1,000 pamphlets daily. 

Services Rendered to Physicians by this De- 
partment include laboratory facilities, free drugs, 
prescheduled treatment outlines, consultation 
services, follow-up of cases reported as having 
lapsed in treatment and special courses in ven- 
ereal disease are to be given by the State Uni- 
versity under competent teachers. 

The Laboratory Facilities include the Was- 
sermann and Kahn blood tests, darkfield ex- 
aminations, smears and complement fixation for 
gonorrhea, and spinal fluid examinations. The 
free drugs furnished at the choice of physicians 
include neoarsphenamine, sulpharsphenamine, 
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silver arsphenamine, tryparsamide, bismuth and 
mercury preparations, acetersone and sulfanila- 
mide. 

Prescheduled Treatment outlines which are 
based on the principles of treatment recom- 
mended by the Cooperative Clinical Group or 
approved by Venereal Disease Department of the 
University of Illinois are furnished to all physi- 
cians and include primary, secondary and early 
latent syphilis, late latent syphilis, congenital 
syphilis, syphilis in pregnant women, cardio-vas- 
cular and neurosyphilis. Each of these treatment 
outlines contain heavy type notation that each 


patient must be treated as an INDIVIDUAL 


CASE and that substitution of any of the above 
drugs will be made at the attending physician’s 
recommendation and selection. In this manner 
we are sure to make the doctor feel that he can 
use his own judgment in the care of each patient 
under his treatment and that this Department 
has no intention to regiment the treatment of 
luetic patients. Directions for the administra- 
tion of sulfanilamide are also supplied. 

Consultation Services are provided by every 
clinic and steps are being taken at the present 
time to provide an x-ray and electrocardiographic 
service in the larger clinics. Discussion of cases 
are encouraged and advice on treatment is a daily 
service rendered to physicians. 

A Monthly Check-Up letter containing a list 
of the drugs for the next five-weeks’ treatment 
of each patient listed in our records as being 
under the physician’s care is sent to every doctor 
for his “O.K.” check or he may substitute his 
own choice of drugs. If any patient has inter- 
rupted his or her regular treatment schedule, 
the physician fills in the “Discontinued Treat- 
ment Notice” also included as part of this so- 
called “drug letter” and a field representative 
or a public health officer will contact the case 
and every effort will be made to return delin- 
quent patients back to the doctor for further 
treatment. 

This procedure is our method of Case Control 
and we can highly recommend it for general use 
as we find that if the public health officer or 
a field representative will approach these delin- 
quent patients in an understanding and cour- 
teous manner, handling each situation tactfully, 
he can nearly always make the patient realize 
how vitally important it is to his future welfare 
to continue treatment. We have never found 
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it necessary to use the police in these follow-up 
problems although it was necessary to threaten 
reluctant patients on several occasions. 

From July first to November the twentieth we 
have made 3,748 investigations of discontinued 
treatment cases and succeeded in returning 
1,443 patients or (38.5%) back to the doctors 
who originally reported the cases, and 581 
patients or (15%) were returned to other 
doctors selected by the patient, a combined 
total of 2,024 or 53.5% who returned to continue 
treatment. Of the remaining 1,724 investigated 
cases, about 150 cases left the state, 50 cases 
were reported as cured, 400 cases were reported 
to the Health Departments of the larger cities 
in the state, and the rest of the cases, numbering 
1,124 or about 30% of the total number of 
cases, could not be located. These include 
patients who left the state, cases reported under 
fictitious names, transient workers in the harvest 
or oil fields, and visitors of the state. 

We have also established Reciprocal Relation- 
ship with all full time health officers of inter- 
urban cities as well as interstate venereal disease 
control officers. During the past year over 180 
letters were sent to these out of state officials 
notifying them of the name and address of luetic 
patients or of suspected sources of infection, and 
400 such notifications were sent to other city 
health departments in Illinois. 

Cooperation has been established and success- 
fully carried on with the Department of Ma- 
ternity Welfare, Infant Welfare and Dental 
Hygiene. All cases of syphilis in pregnant 
women and congenital syphilis are reported to 
the first two mentioned departments and they 
furnish visiting nurses to indigent cases. The 
dentists and nurses of the Dental Hygiene De- 
partment are instructed to look for suspicious 
lesions of the mouth and notched teeth. 

CLINICS 


The Department of Health of Illinois has 
established eleven venereal disease clinics 
throughout the state, outs\de of Chicago, for 
the treatment of indigent patients. Each clinic 
is under the supervision of a full time clinician 
who has had special training in the diagnosis, 
treatment and management of these diseases. Sev- 
eral part time assistant clinicians are employed 
in the larger clinics as well as public health 
nurses and social workers. These clinics offer 
consultation services to every physician. 
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It is not the policy of this Department to 
recommend the establishment of free clinics in 
any community unless all other methods for 
providing the proper treatment of indigent 
patients have failed or have been proven hope- 
lessly inadequate. 

PROPHYLAXIS 


In addition to the prophylaxis of gonococcal 
ophthalmia neonatorum provided for by the law, 
this Department is most highly in favor of and 
recommends prophylactic measures in the pre- 
vention of venereal diseases. This problem is 
only considered from a health angle and we are 
averse to consider prophylaxis from a moral or 
birth control viewpoint. It is an integral part 
of our venereal disease control program. We 
must concede that there is great value in the 
properly applied medical prophylaxis in the pre- 
vention of infection. The use of a mechanical 
device that prevents actual contact is the most 
efficient medical measure. We must admit that 
prophylaxis by the use of cleansing and chemical 
agents before and after exposure, when early 
and properly applied, has proven to be of great 
value. However, its promiscuous use may foster 
the spread of venereal diseases rather than re- 
duce them. 

EPIDEMIOLOGY 


We fully appreciate that the success of 
campaign for the control of gonorrhea and 
syphilis depends in a very large measure upon 
the careful tracing of every infection to its 
original source and the investigation of every 
person whom the patient might have exposed. 

There is no question but that the tracing 
of the source of infection is a very dif- 
ficult and offensive procedure to most public 
health officers. However, unless they proceed on 
this mission only from a public health viewpoint 
without any thought or consideration of the 
moral question involved, we are doomed to fail 
in our efforts. The health officer, nurse, and 
social worker or anyone else associated with the 
health department who considers it below his 
or her dignity to contact these sources of infec- 
tion and to investigate the subsequent exposures 
must be considered as detrimental to the control 
of venereal disease programs and their services 
should be directed to other public health meas- 
ures and not to venereal disease work. 

The ideal public health officer must be a 





o 


broad-minded, sympathetic individual with ap- 
preciation and understanding of the unfortunate 
indigent patient’s condition. By employing tact 
snd diplomacy in gaining their confidence and 
assuring them that their identity will not be 
revealed, their cooperation can nearly always be 
obtained, which would result in contacting the 
original source of infection. This entire investi- 
gation must be carried out with the knowledge 
and approval of the physician reporting the case, 
otherwise he will refuse to report cases to the 
health department. Some physicians will not 
permit an investigator to contact his patient but 
often will supply the necessary information of 
the source and subsequent exposures which he 
obtained from the patient. We must never lose 
sight of and respect for the patient-physician 
relationship. However, our experience for the 
past six months in these investigations has not 
been too encouraging. Since July 1st this De- 
partment has routinely assigned an investigation 
of all reported cases of primary and secondary 
syphilis and of all acute gonorrheal cases. There 
were 1,337 such investigations made and al- 
though the actual results have not been evaluated 
we are inclined to believe that there is room for 
much improvement on this phase of epidemiol- 
ogy. It seems that the greatest resistance which 
we have met was the lack of cooperation from 
the attending physician, who is either reluctant 
to reveal the identity of his patient or fearful 
of losing his patronage. The greatest problem 
for the control of gonorrhea and syphilis from 
the standpoint of a communicable disease is to 
overcome this prejudice of the private physician 
and permit the health officer to contact their pa- 
tients, regardless of social or economical standing. 

In spite of this discouraging attitude of these 
physicians a very promising feature has gradu- 
ally developed in the last few months which gives 
this Department great hope that it is on the right 
track. Doctors are reporting their cases under 
the real name of the patients in nearly 90% of 
the cases. In the past less than 10% of the 
cases were reported by name, either initials or 
code or key numbers were used. We can only 
account for this change of attitude on the physi- 
cian’s part as an expression of their interest in 
our control program for the eradication of gonor- 
rhea and syphilis, and that our efforts are begin- 
ning to show results. 
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Case Finding can be successfully carried out 
by the so-called “high index of suspicion” of 
infection. The medical profession must be trained 
on all phases of syphilis and gonorrhea and to 
look for these diseases regardless of social or 
economic status of their patients. They must be 
able to make an early diagnosis of these condi- 
tions and to keep under adequate observation 
those who have been exposed. 

Epidemiologic investigation, with a known case 
as the starting point, will often bring to light 
many cases of infection if the source and subse- 
quent exposures are immediately contacted and 
thoroughly investigated. One of our field repre- 
sentatives was able to dig up thirty-two proven 
cases of syphilis by a diligent and persistent in- 
vestigation of ONE source of infection. 

Another method of case finding consists of 
routine blood and smear tests in premarital health 
examinations as required by the law in this state. 
Routine blood serology should be done on all 
hospital cases and on all patients of out-patient 
departments of clinics regardless of the medical 
condition for which they are receiving treat- 
ment. 

The prevention of congenital syphilis depends 
upon the detection of syphilis in the pregnant 
women by routine blood serology and the imme- 
diate institution of antiluetic treatment. 

LEGISLATIVE MEASURES 

Legislative measures are necessary to aid the 
Department of Health in the control of venereal 
diseases. The present laws making it compulsory 
to report venereal disease cases should be more 
rigidly enforced. New laws should be passed 
giving the health department more leaway in 
the control of gonorrhea and syphilis among the 
inmates of houses of prostitution. Better legal 
control should be made of the charlatan or so- 
called “quack” doctor; of dispensing druggists, 
and of manufacturers of “sure and quick cure” 
medicine by passing and enforcing new laws. 

In conclusion I wish to say that for the first 
time in the history of public health, measures 
have been made available to us for the control of 
venereal diseases. We must take advantage of 
this opportunity by combining all our efforts to 
gradually formulate definite plans and procedures 
based on the well founded principles of the con- 
trol and suppression of a public health menace. 
We must assume the responsibility to educate 














onl 

















October, 1939 


the doctor and nurse, the general public and all 
public health officers and workers of the means 
and methods of diagnosing and reporting vene- 
real diseases early, so that treatment may 
promptly be instituted, and public health meas- 
ures carried out to discover the source and to 
investigate the exposures of the infections. We 
must make the necessary arrangements for the 
treatment of all indigent patients. 

The realization of the suppression and control 
of gonorrhea and syphilis can only be obtained 
by the practical application and fulfillment of 
the above public health measures. 


30014 8. Second Street. 





MODERN CHANGES IN PLASTIC AND 
RECONSTRUCTIVE SURGERY OF THE 
FACE AND NECK 


M. Resse Gurrman, B.S.; M.D.; F.A.C.S. 


CHICAGO 


There is an acknowledged change in the atti- 
tude of the profession as well as the lay world 
at large, towards the practice of plastic surgery. 
It is not so long ago that this phase of surgery 
was but the privileged playground of the adver- 
tising quack. In fact, indulgence in plastic sur- 
gery, especially in the esthetic procedures, not 
infrequently laid a surgeon open to suspicion at 
the hands of his colleagues and many an operat- 
ing room was closed to so-called “Beauty opera- 
tions.” The increasing number of deformities 
resulting from modern industrial hazards, asso- 
ciated with the regretful toll of the automobile 
highway, has placed greater demands for plastic 
and reparative procedures. 

A better appreciation of the mental trauma 
associated with facial deformity has led to a 
more profound understanding of the resulting 
psychoneurosis and feeling of inadequacy so 
commonly exhibited by many individuals with 
featural defects, no matter how insignificant the 
deformity may be to the objective observer. In 
consequence thereof there has been a definite re- 
versal of attitude towards the performance of 
esthetic operations, which may be necessary not 
only for the psychic but also for the social as well 
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as economic rehabilitation of the patient. It fol- 
lows that one of the basic changes is the broad- 
ening of the indications for plastic surgery to 
include not only those gross deformities of con- 
genital, traumatic or pathologic origin, but also 
to include smaller and at times minor defects 
that are associated with definite evidence of men- 
tal reaction that is of psychiatric, social or eco- 
nomic import. One must however be extremely 
cautious in indicating surgical intervention in an 
individual with a minor defect who evidences 
marked psychic disturbance. It is imperative 
in such unfortunates to secure a careful psycho- 
logic appraisal of the patient in order that the 
surgeon be prevented from supplying a new focus 
of obsession, which may prove to be trying to the 
surgeon and patient alike. In fact, it might be 
well to refuse the correction of insignificant de- 
fects unless there is a good motive underlying 
the request and thus avoid subsequent regret. 
The nose, due to its prominent position, pres- 
ents in all probability, the most common site for 
plastic and reconstructive surgery about the face. 
In the past little attention was paid to the so- 
called “artistic criteria” of the nose. Humps 
were removed, long noses shortened, and other 
corrections made with no definite aids to deter- 
mine a pleasing end-result. It is essential, how- 
ever, to consider the relative measurements of the 
nose and its relation to the face in order to obtain 
an artistic appearance. The most important ele- 
ments to be borne in mind consist of the length 
of the nose in relation to the chin-nasal length; 
the angle of the basal bridge to the face and the 
angle of the columella to the face. A study of 
acknowledged beautiful noses in the realm of art 
as well as in practice has shown that the length 
of the nose, measured from the root of the dor- 
sum to the tip should equal or be slightly less 
than the length of a line drawn from the tip of 
the chin to the root of the columella. Further, 
the angle that the dorsum forms with an exten- 
sion of the chin-columella line to the root of the 
nose should be between 27° and 35°. When the 
angle of elevation of the dorsum is more than 
35° an abnormal protrusion results and if less 
than 27° an unpleasant retraction or flatness is 
apparent. Finally, the angle which the columella 
makes with the lip, should be between 90° and 
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105°. Masculine noses appear best at the right 
angle and feminine noses look better as they ap- 
proach the 105° angle. Photometric instruments 
have been devised by Joseph, Straith, Safian, and 
others that aid in the appraisal of the naso-facial 
relations and measurements. During the cor- 
rection of over-sized, humped or long noses, suf- 
ficient bone and septal cartilage must be removed 
from the dorsum and cartilage resected from the 
septal edge to secure these ideal measurements. 

The angle of elevation of the dorsum is below 
the normal profile line in some portion or other 
in “saddle nose” deformity consequent to lues, 
fracture, septal abscess, or excess cartilage resec- 
tion during septal resection. Photometric study 
will reveal a depression of either the tip or the 
cartilaginous or bony dorsum or any or total 
combination of these. The loss of sustaining 
structures is remedied by the subcutaneous ele- 
vation of the dorsal skin and the implantation of 
some rigid material for support. The use of 
foreign bodies such as celluloid and ivory are be- 
coming increasingly more rare, due to the well 
known temporary tolerance of tissues for alien 
material. Bone implants have a tendency to un- 
dergo atrophy, and in consequence cartilage de- 
rived from the ribs, septum or ear is the material 
of choice. In the event that the patient refuses 
to supply the material from his own body, one 
may utilize preserved cartilage, removed during 
septal resection or from fresh cadavers. This 
real innovation of Straith, permits us to obtain 
this material and keep a stock supply in a solu- 
tion of merthiolate in a refrigerator. Undoubt- 
edly absorption of the bone and cartilage im- 
plants are due in no small degree to the pressure 
of the undistended overlying soft tissues and the 
constant pull of the small paranasal muscula- 
ture. This tendency may be overcome by em- 
ploying the procedure suggested by Burian, of 
temporarily inserting ivory for a period of a year 
and then substituting the cartilage. Not infre- 
quently, however, patients object to the dual pro- 
cedure. 

Defects of the skin about the nose, following 
trauma may be repaired by using small Wolfe 
grafts. If the loss occupies the entire ala, a 
flap may be necessary. Formerly but little at- 
tention was paid to the color and texture of the 
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graft. In consequence a marked contrast be- 
tween the graft and the surrounding skin was 
not infrequently obtained. Today this is obvi- 
ated by rotating or sliding the skin from the 
immediate area of the defect, or from some area 
that has had a similar exposure to the sun and 
elements. Wolfe grafts may be obtained from 
the upper eyelid, or a pedicled graft from the 
forehead may be necessary where there is a total 
loss of the ala. In total loss of the nose conse- 
quent to trauma or disease large flaps may be 
taken from the forehead, arm or the abdomen. 
In the past tissue derived from the abdomen 
was made to travel upward to the facial area by 
several steps at intervals of several weeks. Now- 
adays, flaps originating in the abdomen are 
transferred first to the arm, and then directly to 
the facial area, thus saving time as well as sev- 
eral operative seances. 

The management of nasal fractures is a most 
important phase of rhinoplasty, due to the in- 
creasing automobile, industrial and sport haz- 
ards. A careful investigation of the several 
structures making up the nasal architecture 
must be instituted at the time of the original 
treatment. Care must be taken to repose the 
structures in order to obtain as little external 
deformity as possible. In addition one must 
give painstaking attention to the interior of the 
nose in order to secure and maintain a patent 
airway on both sides. Old unreduced, or poorly 
reduced fractures, may require in addition to 
septal correction for obstructions, the repair of 
deviations from the midline, removal of humps 
and exostoses and elevations of depressions. 

The repair of congenital hare lip must have, 
as its objective, the restoration of anatomical 
parts to their proper position in order that nor- 
mal growth and development may eventuate. The 
lip, after proper paring, must be carefully 
united, layer by layer. There must be an ac- 
curate even muco-cutaneous junction, so that 
both sides of the lip are even. Care must be 
taken about the nostril so that no obliquity re- 
sults. The muscle fibers must be accurately ap- 
proximated in order to obviate grooving of the 
skin surface and also to aid in obtaining a proper 
thickness at the site of union. 


Postauricular fistulae are relatively seldom 
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met with today, but they still occur. For the 
most part they are due to excessively prolonged 
packing of the mostoid wound and are often as- 
sociated with a marked depression of the mas- 
toid terrain. They are best closed by utilizing 
a large posterior flap, split in two layers. The 
deeper layer aids in filing in the bony depression 
and acts as a firm base for the healing of the 
external dermal layer. 

In the past there has been a great deal of ef- 
fort expended in the construction of ears for con- 
genital absence or microtia. The results are al- 
most uniformly disappointing, merely substitut- 
ing monstrosity for deformity. Gilles and 
Naftzinger have reported on the use of maternal 
ear cartilage as a means of support, which may 
assist in obtaining more pleasing results. Not 
having the opportunity of trying their technique, 
one must still advise the removal of the auricular 
appendage and the wearing of a plastic rubber 
prothesis. Protruding ears were unsuccessfully 
repaired in the past because the role of the 
spring like action of the cartilage was not appre- 
ciated sufficiently. If the ears were sutured to 
the side of the head after the removal of the skin 
at the site of apposition, a recurrence of the pro- 
trusion would manifest itself sooner or later due 
to the constant tension of the cartilage and the 
subsequent stretching of the postauricular skin. 
Today the spring like action of the auricular car- 
tilage is broken by exercising a sickle or crescent 
shaped piece of cartilage prior to suturing the 
ear to the side of the head. The site of the ex- 
cision not only releases the tension due to the 
auricle, but also forms the ridge of the anti-helix 
which is absent in these ears. While there are 
many other varieties of defects about the face 
that come to the attention of the otolaryngolo- 
gist, the preceding described abnormalities are 
most common and lend themselves most readily 
to correction with techniques that are not overly 
difficult and which are within the ability of the 
average operator in our field; that is, however, 
providing one has secured the detailed added 
knowledge that is so essential for the successful 
outcome of plastic procedure. 


30 N. Michigan Ave. 





When the doctor told McTavish that his wife’s tonsils 
should have been removed when she was a little girl, 
he sent the bill to his father-in-law. 
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A NEW MANAGEMENT FOR THE RELIEF 
OF ANGINA PECTORIS AND 
CORONARY DISEASE 


Oscar A, Strauss, M. D. 
CHICAGO 


This study is presented following observation 
and treatment of approximately 110 patients 
over a period of more than eight years. The 
therapy proposed, injections of a 10 cc. solution 
containing 0.2 per cent. of an isotonic colloidal 
iodine with 1/150 grain of hydrastinine and the 
equivalent of 7 grains of sodium cacodylate, ap- 
parently has a beneficial effect by restoring the 
cardiac reserve and causing a favorable response 
of the endothelial cells, especially in the coronary 
vessels, It is believed that, though the patho- 
logical change in angina pectoris and coronary 
disease is understood, the heart has been given 
too much consideration as the source of trouble. 
Treatment has been directed toward relief of im- 
mediate symptoms, rather than toward correction 
of the congestion of the intima of the coronary 
arteries which obviously must affect the entire 
vascular system. With the idea of reducing the 
fibrinous inflammation of the endothelium, es- 
pecially of the coronary vessels, it was felt that 
the logical approach would be by way of the blood 
stream, using medication which would be non- 
irritating to the tissues. Colloidal iodine has 
been found to be the simplest and purest form of 
iodine in solution without the addition of al- 
cohol or side salts. The addition of the isotonic 
vehicle produces a satisfactory solution to carry 
the medication to the affected tissues. No iodin- 
ism has been noted in this series. The glandular 
stimulation produced by iodine apparently con- 
tributes to the regenerative powers of the blood 
vessels, as manifested in toxic goiter and acute 
and chronic infections causing vascular changes, 
and their response to iodine. Hydrastinine, the 
active principle of hydrastis, has a definite effect 
in reducing fibrinous inflammation. It improves 
the tone of flabby tissue, is cumulative in its 
action, and has a favorable effect on hypertension. 
Sodium cacodylate is especially valuable for its 
effect on low-grade infections, and more particu- 
larly on irremovable foci. It is best known for 
its hematinic effect, therefore tends to relieve 
the fatigue so commonly an associate factor in 
the cause of coronary stasis. 
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When this solution is used no irritation and 
no inflammatory reactions have been noted, even 
if the tissues around the vein are infiltrated; 
when given intra-glutealy, no local reaction oc- 
curs other than pressure discomfort. Follow- 
ing the first injection an easing in the chest con- 
striction and a sense of tranquillity is usually 
noted by the patient. The chest constriction ap- 
pears to grow less following subsequent injec- 
tions, with consequent improvement of the effort 
syndrome. The objective symptoms subside more 
slowly. Arrhythmia, when present, becomes more 
nearly normal ; cyanosis and characteristic pallor 
recede; and the patient gradually acquires the 
ability to resume his normal habits. 

In the care of these patients, essential facts In 
the history are of importance. A _ history of 
tonsillitis, scarlet fever or diphtheria, and par- 
ticularly of rheumatic fever, calls attention to 
the type of cardiac involvement present. A posi- 
tive venereal history demands investigation. The 
story of repeated miscarriages arouses the sus- 
picion of syphilis, All foci of potential infection 
should be sought and, if necessary, eradicated. 
A retroflexed or anteflexed uterus can contribute 
toward a coronary spasm. An enlarged prostate 
causing retention, aside from its sympathetic 
nervous disturbance, may contribute to coronary 
irritation. During the past two years it has 
heen found that the administration of sex hor- 
mones in addition to the injections, has aided 
the response in women in the menopause and 
men with prostatic enlargement. 

A simple diet, avoidance of highly seasoned 
foods and those which tend to cause digestive 
upsets, should be prescribed. Alcohol is not rec- 
ommended, although some patients apparently 
are not harmed by its use. Large amounts of 
coffee and the excessive use of tobacco seem to 
be more provocative of an attack than a moderate 
indulgence in alcohol. Hydrotherapy and mas- 
sage have been found beneficial, and graduated 
exercise as the physical condition of the patient 
permits. 

The course of treatment is administered as 
follows: Injections are given in the more seri- 
ous cases every other day for six days, then semi- 
weekly for ten injections and weekly for the bal- 
ance of the course of twenty injections. In more 


advanced cases, a second course should be given, 
one injection weekly, In mild cases an injection 
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semi-weekly for six injections and then one 
weekly for the balance of the course of twenty is 
usually satisfactory. In the presence of hyper- 
tension, the injections should be continued at 
the rate of one a week until the pressure is within 
normal limits. The patient should return every 
three months for observation during the first 
year following a course of treatment. ‘I'he im- 
portance of regular habits and emotional control 
should be impressed upon him, and his coopera- 
tion obtained. 

All other forms of medication should be dis- 
continued while the patient is under this therapy, 
especially digitalis or strychnine and any form 
of cathartic that may contain a stimulant or 
phenophthalein, The bowels may be regulated 
by bile salts or other cholagogues, compound 
mixture of hydrastis, cascara, fruits and fruit 
juices. 

Most of the patients in this series had been 
treated over yarying periods of time by other 
methods, with increasingly greater discomfort. 
The ages ranged from 5? to 90, Many had com- 
plications such as hypertensive cardiorenal syn- 
drome, thyrotoxie heart, syphilitic carditis and 
aortitis, chronic rheumatic heart disease, and 
heart block. All showed improvement under 
this treatment, which became more noticeable as 
time went on, the degree of improvement depend- 
ing upon the severity of the condition and the 
cooperation of the patient. Some have had com- 
plete relief for a period of over five years: in 
others, the subjective symptoms returned only 
after great emotional stress or over-indulgence. 
when a course of from four to six injections 
would again bring about a symptom-free period. 

Following the first course of twenty injections, 
the patient is instructed to return immediately 
should effort syndrome, pain, or constriction of 
the chest recur. In this series, 58 per cent re- 
quired a second course of injections, usually once 
a week for a varying period of time depending 
upon the hypertension and other complications. 
Fifteen per cent. had edema which responded in 
varying degree, the fluctuations apparently be- 
ing due to the age, the amount of exertion, and 
the emotional pressure. One patient had a defi- 
nite phobia for all forms of hypodermic medica- 
tion and had to be treated symptomatically, with 
temporary results. 

Tn this group of 110 cases there have been six 
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deaths, One patient, aged 73, had an essential 
hypertension; blood pressure 240/130. He had 
been under treatment for five years with stimu- 
lants and sedatives until his vision became seri- 
ously impaired. After sixteen injections all 
symptoms disappeared and his blood pressure 
was 158/90. 
gence in pork shanks, sauerkraut and beer, when 
facing a possible bankruptcy the following morn- 


He died as a result of over-indul- 


ing. 

A second patient, aged 66, had malignant hy- 
pertension with considerable heart, liver and kid- 
ney damage; 4 plus albuminuria; and was an 
alcoholic with some drug addiction. The response 
to treatment was satisfactory; the blood pressure 
was reduced from 250/140 to 180/100, and the 
patient was able to be up and about for the first 
time in three years. Following over-indulgence 
in eating and drinking, he developed a cerebral 
hemorrhage and died several weeks later. 

The other four patients had no symptoms of 
cardiac, liver, or kidney changes. The ages 
ranged from 40 to 50, All were examined regu- 
larly with x-ray and cardiograph one to four 
times a year. One, a physician 40 years of age, 
had very temperate living habits except that he 
smoked about a package of cigarettes a day. He 
cut this amount to less than half, and finally 
stopped the use of tobacco entirely. After three 
injections the chest constriction, vomiting, pain 
and effort syndrome disappeared for six months. 
During the winter the symptoms gradually re- 
turned, and he resorted to sedatives and occa- 
sional heart stimulants. He was satisfied that 
it was not a coronary condition and, to prove 
this, applied for life insurance and was accepted. 
His physician prescribed sedatives for emotional 
instability, and the patient died of coronary 
thrombosis about a year after having had the 
last of three injections. 

Two of this group were men of about 45 years 
of age. Both had had repeated attacks of angina 
pectoris, were disturbed over economic conditions 
and had a tendency to brood over their misfor- 
tunes. They were treated first with sedatives, 
then with injections. One died one year after 
receiving eight injections. He had been satisfied 
with the improvement in the condition and 


thought it unnecessary to continue treatment. 


The second died three months after receiving 
the last of fourteen injections. He had had 
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much emotional unrest and would not continue 
treatment. 

A man 80 years of age, a widower, unusually 
robust and strong, had had four electrocardio- 
graphic and x-ray examinations. All were nega- 
tive as to pathological manifestations in the 
heart; no kidney or liver damage was apparent. 
He had been unusually active in business and 
social life, and apparently had at least ten years 
more to live. He had had syphilis for more than 
fifty years and was treated more or less con- 
stantly for this during the twenty years preced- 
ing his death, Coronary symptoms appeared 
about five years ago with slight elevation in blood 


The symptoms were controlled by 
The patient declined to 


pressure. 
means of injections. 


restrict his activities or to sleep more than six 
hours a night. While under the care of another 
physician, while travelling, he was placed at bed 


rest and given large doses of digitalis and seda- 
tives. Death occurred three weeks later. 

Typical of the series are the following case re- 
ports: 

Case 1. A. H., a woman 55 years of age, first seen 
in 1928, had a blood pressure of 210/110, pulse 80. 
She had a decided effort syndrome and was unable 
to drive an automobile or climb stairs. She had been 
taking digitalis intermittently for three years. There 
were no pathological findings in the liver, kidney or 
heart. 

Digitalis was discontinued and injections of a solu- 
tion similar to the one herein described were given, 
with improvement. 
to resume treatment and she was given thirty injec- 
tions at intervals of a week, of the solution now being 
used. She was able to resume her former mode of 
life, drove her own automobile and even indulged in 
airplane travel. Her blood pressure was reduced to 
140/90. Four years ago she developed a carcinoma 
of the left breast, which was amputated, following 
which radium therapy was administered. She has had 
no heart symptoms since the attack eight years ago. 

Case 2. M. C., a man 60 years of age, weight 220 
pounds, height 6 feet 1 inch, had a blood pressure 
of 220/100, pulse 70. He was a man of sedentary 
habits, a heavy smoker, moderate in diet and the use 
of alcoholics. When first seen in 1930, he complained 
of effort syndrome, constriction of the chest, and pre- 
cordial pain. He received one injection weekly over 
a period of twenty weeks, and was symptom free 
until six months ago, when he had a return of the 
effort syndrome. At this time he had .a long-standing 
ulceration of the nose, which proved to be syphilitic. 
Wassermann test eight years ago was negative. A 
provocative injection brought about a 2 plus positive 
Wassermann reaction. Under treatment with bismuth 
and neosalvarsan the ulceration of the nose cleared 


Two years later it was necessary 
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up, but the dyspnea and effort syndrome were aggra- 
vated by neosalvarsan and it had to be discontinued. 


A second course of colloidal iodine and hydrastinine 
cacodylate resulted in improvement. ’ 

Case 3. M. C., a man 40 years of age, formerly 
an all-star football player of unusual muscular de- 
velopment, had a blood pressure of 140/90, weighed 
220 pounds, and was 5 feet 11 inches in height. When 
seen in 1933 he presented a characteristic pallor and 
dyspnea, complained of effort syndrome and pronounced 
precordial pain; no nausea or vomiting. The effort 
syndrome was so pronounced that he was unable to 
drive his car. He received one injection a week for 
forty weeks, since which time he has been symptom 


free. His blood pressure remains the same. 
Case 4. M. K., a woman aged 68, had a blood 


pressure of 170/100, pulse 68, and when seen in 1930 
had edema of both legs. She had been unable to 
continue her work as a seamstress. During the pre- 
vious year she had had several falls, in one of which 
she broke her arm, in another, her leg There was 
complaint of constriction of the chest, precordial pain, 
and dyspnea. Since receiving one injection weekly for 
thirty weeks, she has had no recurrent attacks, has not 
fallen, and has been following her vocation to this date. 
The blood pressure is now 148/90. 

Case 5. C. A. a woman 50 years of age, first seen 
in 1929, gave a history of several miscarriages. Her 
husband died of cerebral hemorrhage; one daughter 
died at the age of 14 of sarcoma of the ovary. Re- 
peated Wassermann tests made on both the patient 
and her husband had been negative. Her blood pres- 
sure was 100/70, pulse 90. She had decided pallor 
and cyanosis, dyspnea, precordial pain and anorexia. 
Urinalysis showed 1 plus albumin. The red cell count 
was 2,800,000; hemoglobin 60 per cent. Weekly in- 
jections were given for a period of forty weeks. Her 
condition improved so that at the end of the year 
her blood count showed more than 4,000,000 red cells 
and hemoglobin of 85 per cent. She is now entirely 
symptom free, is doing more work with less fatigue 
than she did ten years ago. The blood pressure is now 
130/85. 

Case 6. M. S., a woman 47 years of age, married, 
with three children, had a blood pressure of 120/85, 
which never varied, pulse 80. No pathologic lesions 
in the liver, kidney or heart were evident on repeated 
x-ray and cardiographic examinations. The blood pic- 
ture was normal. The Wassermann reaction was nega- 
tive. Blood sugar 70 mgm. per 100 cc.; creatinin, 
non-protein nitrogen and uric acid all within normal 
limits. There was no history of past illness. She 
developed severe angina pectoris symptoms, constriction 
of the chest, and serious dyspnea. She was placed at 
bed rest for two months and treated for hypoglycemia 
with sugar, sedatives, massage and stimulants, with no 
improvement. She complained of spastic pain from the 
chest down the entire left side into the left hip. She 
smoked more than a package of cigarettes a day and 
drank six cups of coffee. 

Starting with the third month, injections were given, 
one every other day. Immediate improvement followed 
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and she was up and about after the sixth injection 


and had fifteen injections without recurrence of symp- 
toms. After a very serious emotional strain and 
over-indulgence in cigarettes and coffee, it was neces- 
sary to give several injections to bring about a normal 
condition, This has happened twice in the four years 


following the first course of treatment. She has lost 
entirely the severe and acute symptoms, and has re- 


peatedly driven a car five and six hundred miles a 
day without any sign of recurrence. 


Case 7. G. S., a man aged 41 of very emotional type 


and an unusually hard worker, was first seen in 1933, 


with a blood pressure of 140/90, pulse 80. This man 


consumed more than a quart of whiskey every twelve 


hours and smoked about three packages of cigarettes 
daily. He had had repeated attacks of anginal pain, 
which at first were relieved by sedatives, but later 
required opiates to control. He had nausea and vomit- 
ing, decided pallor and dyspnea, and painful constric- 
tion of the chest. For the first two weeks of treatment 
he was given an injection every other day. He refused 


to stop work, or to give up the use of cigarettes or 
alcohol, In spite of his intemperate habits he made 


a complete recovery following thirty injections ‘and 
has had no recurrence of attacks. His blood pressure 


is 130/80. 
CONCLUSIONS 

1. A new management for the sustained im- 
provement of angina pectoris and coronary dis- 
ease is presented. 

2. No sedatives or heart stimulants are em- 
ployed in this treatment. 

3. Improvement is brought’ about by the re- 
stored and improved circulation of the intima, 
particularly of the coronary vessels. 

4, It is believed that the cardiac reserve cre- 
ated with the therapeutic agents here suggested 
produces a more enduring relief, and with each 
treatment greater security. 

5. The treatment apparently has a sustained, 
favorable effect on hypertension, as well as on 
other symptoms of circulatory or angitic pains in 
other parts of the body. 

6. The fact that immediate and sustained im- 
provement has been obtained in a series of 110 
cases, some of whom have been observed over a 
period of eight years, would seem to justify the 
use of this remedy. 

30 North Michigan Avenue 





Excited Patient: “Let me up—I want to get out 
of here!” 
Nurse: “Lie down and be quiet. The doctor is a 
very excitable man and loses his patience easily.” 
Patient: ‘So I heard and that’s why I want to get 


away.”—Health Digest. 
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HALF A MILLION DEATHS FROM 
APPENDICITIS 


ARNOLD §, Jackson, M, D. 
JACKSON CLINIC, 
MADISON, WISCONSIN 

The title “Half a Million Deaths from Appen- 
dicitis” may sound unusual—even sensationa]l— 
but perhaps we need something sensational to 
jar us into the realization that this terrible toll 
of human life has occurred in the United States 
in the past thirty years. In spite of the great 
developments in the fields of medicine, surgery, 
and anesthesia during these three decades, there 
has been no decrease in the death rate for appen- 
dicitis. According to the Bureau of Vital Sta- 
tistics, the death rate for 100,000 from this dis- 
ease during the past decade exceeded that of the 
first ten years of this century. Every hour dur- 
ing the year 1939, approximately two persons 
will die from appendicitis in this country. 
Twenty thousand of these persons will die at an 
average age of twenty-seven years. Approxi- 
mately 300,000 persons will be operated on for 
acute appendicitis of whom 42,000 will have 
spreading peritonitis; more than 15,000, or one 
in every three, will die. The mortality will be 
less than one per cent. for persons on whom 
appendectomy is performed before perforation 
has occurred. 

It is obvious that if the death rate for this 
disease is to decrease rather than increase, the 
number of cases allowed to rupture must be di- 
minished, and the surgical treatment of per- 
forated cases must be improved. Prevention of 
perforation can be accomplished most expediently 
by lay education not only of the parents but the 
children as well. They must be taught that 
the three P’s—purgatives, perforation and peri- 
tonitis, are just as important as the three R’s. 
Unfortunately many adults and even some physi- 
cians do not realize the danger of prescribing 
a dose of castor oil or salts for a pain in the 
abdomen. 

If all cases of suspected appendicitis were hos- 
pitalized, a lowering of the death rate would 
occur because few cases would be allowed to go 
on and perforate. Consultation, laboratory 
studies, accurate records, and frequent observa- 
tion diminish the chance for rupture to occur in 
a hospital. Now that the distance and time 
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factors in this country are reduced by new and 


better highways, speedier transit and more hos- 
pitals, delay should be reduced. Cases should 
come to operation earlier. Under spinal anes- 
thesia even the doubtful cases may be explored 
with little added risk to the patient and so the 
not infrequent retrocecal or pelvic “hidden snake 
variety” of the silent gangrenous appendicitis 
may not be overlooked. 

In spite of everything that can be done to 
decrease the number of cases going on to per- 
foration, this problem must be faced continually. 
If perforation does occur, the surgeon must then 
decide whether to operate or delay. This ques- 
tion has caused a great deal of discussion at 
surgical meetings and in medical journals in 
recent years. Perhaps the views of the majority 
of surgeons in this country may now be sum- 
marized as follows: 

Patients seen during the first twenty-four 
hours of perforation should be operated upon; 
those seen after that time should be treated by 
conservative measures. Obviously, just as no 
persons are alike, so no two cases are the same 
and each case must be treated according to the 
condition of that particular patient. More and 
more cases of spreading peritonitis and ileus are 
being successfully treated by duodenal suction, 
heat therapy, and hypodermoclysis—fewer and 
fewer cases by appendectomy, appendicostomy, 
ileostomy, and other surgical procedures. 

There is no general agreement among surgeous 
as to the ideal time to drain an appendicial ab- 
scess ; some prefer waiting days, weeks and even 
months. Most surgeons now seem to agree, how- 
ever, that if the appendix is ruptured and shows 
signs of localizing, early drainage and destroying 
nature’s walling-off process is contraindicated. 
Likewise it is now generally agreed that surgical 
interference in the presence of a general spread- 
ing peritonitis of more than twenty-four hours’ 
duration has little to offer. 

It has been our good fortune at the Jackson 
Clinic to have had no deaths from appendicitis 
for the past eight years. During this period, 
1201 operations for appendicitis have been per- 
formed of which 541 were for chronic, 326 for 
subacute, and 334 for acute appendicitis; of the 
latter there were 135 cases of gangrenous and 
thirty-four of perforated appendicitis with peri- 
tonitis. 
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While this series of thirty-four cases of per- 
forated appendicitis is not large, the fact that op- 
eration was performed by three different surgeons 
using the same general principles may warrant 
the trial of these methods by others. All opera- 
tions were performed under spinal anesthesia 
which was adopted at our clinic in 1928 as a 
routine procedure for abdominal surgery. With 
the substitution of spinal for inhalation anes- 
thesia, a general reduction not only in the seri- 
ous complications, but in the mortality for this 
disease occurred. From January, 1921, to Janu- 
ary, 1938, 129 cases of perforated appendicitis 
with peritonitis were operated upon at the Jack- 
son Clinic with a loss of eighteen patients or a 
mortality of 13.9 per cent. All but two of these 
deaths occurred when inhalation anesthesia was 
used. 

It is obvious, in our experience at least, that 
the choice of anesthesia: has been an important 
factor in lowering the death rate for appendicitis. 
This is further substantiated since there has 
been little or no change in the surgical technique. 
The factors of duodenal suction and hypodermo- 
clysis have undoubtedly contributed to the lower- 
ing of mortality in the past decade. 

Some of the more important steps in surgical 
technique are the following: An incision giv- 
ing adequate exposure; the right rectus, Mc- 
Burney, and the pararectus have been used with 
comparable results. Unlike many surgeons I 
seldom use the McBurney incision as I feel that 
better exposure is obtained with the pararectus 
incision which facilitates the operation. Nor 
have I observed a tendency to postoperative 
hernia, one having occurred in a series of thirty 
cases of perforated appendicitis which required 
drainage. 

Every effort is made to minimize handling of 
the tissues and to localize the area of infection, 
which, if it has not spread to the upper abdomen, 
is carefully walled off by sponges. It is here 
that spinal anesthesia permits the contracted in- 
testines to be gently and easily packed off. Suc- 
tion is instituted as soon as the peritoneum is 
opened or the abscess located. The appendix is 
generally removed although in a few instances 
it has seemed advisable to delay this step until 
a secondary operation. As a general rule, we do 
not approve of this latter procedure. 

If possible the stump is inverted with a purse 
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string ligature of silk (or chromic catgut if pre- 
ferred). If it is impossible to invert the stump 
because of edema, it is ligated and covered over 
either with cecum or a fat tag. 

Drainage is considered important and a cigar- 
ette drain is usually carried to the site of per- 
foration. In addition a counter soft rubber tube 
is carried from the incision through a stab wound 
in the flank to provide drainage for the peri- 
toneal gutter and thus minimize the tendency 
to subphrenic abscess. No attempt to remove 
these drains is begun before the fifth day after 
which they are gradually withdrawn and usually 
entirely removed by the twelfth day. A smaller 
size drain is usually sutured to the flank drain 
and replaces the latter as it is withdrawn. Gen- 
tle irrigation with saline solution or Dakin’s is 
arried out twice a day through the flank drain. 

The postoperative care of cases of perforated 
appendicitis is a very important factor in the 
successful recovery of the patient. One should 
not wait until complicatfons aevelop before in- 
stituting treatment; every effort should be made 
to anticipate and prevent them. Dr. William 
Mayo often impressed me with his remarkable 
ability to suspect and ward off an impending op- 
erative sequela. 

Undoubtedly, most of the postoperative com- 
plications in this condition in the past have re- 
sulted from the use of inhalation anesthesia and 
even more important, from failure to keep the 
gastrointestinal tract empty. For many years | 
have followed the principle advocated by the 
late Starr Judd of withholding all fluid by 
mouth so as to keep the gastrointestinal tract at 
rest. This in addition to the stomach tube 
served its purpose well, but duodenal suction 
has proved even better. 

If postoperative atelectasis and other chest 
complications are to be prevented, the patient 
should be kept off his back most of the time 
during the first few days. Deep inhalations, the 
use of leg exercise and digitalis, and getting the 
patient out of bed as early as possible all tend 
to prevent phlebitis and embolism. Good nurs- 
ing will, I believe, largely prevent these sequelae. 

In my own small series of thirty cases of per- 
forated appendicitis with peritonitis one case of 
postoperative hernia and one death from spread- 
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ing peritonitis occurred. Two cases of postoper- 
ative ileus were controlled by hypertonic salt 
solution. Since using spinal anesthesia and 
duodenal suction, there have been no instances 
of postoperative ileus. No cases of subphrenic 
abscess, obstruction, or pneumonia developed 
probably because of good luck and a small series 
of cases. 
CONCLUSIONS 

1. Approximately half a million deaths from 
appendicitis have occurred in the United States 
during the past thirty years, 

2. In spite of the advances in surgery, medi- 
cine, and anesthesia, the death rate of the past 
decade exceeds that of the first ten years of this 
century. 

3. Two persons will die from appendicitis 
every hour in this country during the year 1939. 

!. The death rate must be lowered by decreas- 
ing the number of cases that are allowed to rup- 
ture. Appendectomy performed before perfora- 
tion occurs is attended by a mortality of less than 
one per cent. 

5. Lay education on this subject has served 
to decrease the number of cases going on to per- 
foration. Children must be taught the impor- 
tance of the three P’s—purgatives, perforation 
and peritonitis as well as the three R’s. 

6. From January 1, 1931 to January 1, 1939, 
1201 operations for appendicitis were performed 
at Jackson Clinic. There were no deaths in this 
series which included thirty-four cases of rup- 
tured appendicitis with peritonitis. 

7. The fact that no deaths occurred during 
this period of eight years is largely attributed to 
the substitution of spinal for inhalation anes- 
thesia. 

8. Spinal anesthesia has simplified the opera- 
tion, reduced the complications and lowered the 
mortality. Contributing factors have been the 
use of duodenal suction and hypodermoclysis. 

9, No essential change in surgical technique 
has occurred although the author has abandoned 
other incisions in favor of the pararectus. 

10. The question of drainage is an important 
factor in preventing postoperative complications. 

1. Bower, John O.; Burns, J. C., and Mengle, H. A.: 
Spreading Peritonitis Complicating Acute Perforative Appendi- 


citis. Experimental Studies, Archives of Surgery, 37: 751, 
1938. 
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EVERYDAY PROBLEMS IN 
GYNECOLOGY 
Leo Brapy, M. D. 
BALTIMORE, MARYLAND 


President and Members of the Macon County 
Medical Society, I feel greatly honored to have 
heen asked to come here this evening. Unless he 
happens at the moment to have something orig- 
inal to report a gynecologist when asked to speak 
before a City or County society does one of 
three things. He either reports a series of un- 
usual cases, discusses in detail some one gyneco- 
logical subject, presenting much historical data 
and many references, or simply outlines the 
way in which he treats the women who come 
to him with the ordinary gynecological com- 
plaints, which both the man in general practice 
and the specialists are hearing about everyday. 
I have decided to follow the third course, hoping 
to make this paper of practical value, but in 
doing this I realize that [ am running the risk 
of talking about conditions and methods of 
treatment which my listeners probably know 
just as much about as I do and perhaps more. 

LrucorrHrA—There is perhaps no term one 
hears oftener in gynecological parlance than leu- 
corrhea and yet strange to say its meaning is 
often misunderstood. Actually leucorrhea means 
nothing more than a discharge from the female 
generative tract. It may come from the vagina, 
cervix or body of the uterus. Not infrequently 
women come to the gynecologist complaining 
that they have noticed a discharge and ask if he 
thinks that they have leucorrhea. If he tells 
them that they have leucorrhea he is using a 
term which may impress them but actually he is 
not telling them anything for, as used at the 


‘present time, the term leucorrhea does not in any 


way signify the type of discharge. 

In discussing leucorrhea a simple way to con- 
sider the subject is perhaps to first discuss leu- 
corrhea as seen in a child, then as it occurs in a 
woman during menstrual life and finally as it is 
seen in women beyond the menopause. 

As you all know the great majority of cases of 
leucorrhea in children are due to vaginitis, and 
the gonococcus is responsible for most of these 


infections. Most of these infections are inno- 


Read by invitation before the Macon County Medical So- 
ciety, Decatur, Illinois, on February 21, 1939. 
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cently acquired, seldom is there a history of 
rape. The disease is contracted through contact 
with other children and is spread through toilet- 
seats, linen, etc. It has been known for a long 
while that the gonococcus often causes a vaginitis 
in children and rarely a salpingitis, while in 
adults the vagina is resistant to this infection 
and the cervix, urethra and fallopian tubes sus- 
ceptible to it. This susceptibility of the child’s 
vagina is due to the fact that it is lined with only 
six to fourteen layers of cells instead of from 
twenty-five to forty as is the adult woman’s 
vagina. 

Until the estrogenic methods of treating this 
disease were discovered gonorrheal vaginitis in 
children was an extremely difficult condition to 
cure. Protargol, silver nitrate and various other 
antiseptics were used. My own favorite anti- 
septic was mercurochrome in a strength of from 
five to twenty per cent., but all of these anti- 
septic methods of treating this condition are 
so inferior to the modern treatment with estro- 
gens that they have been almost entirely dis- 
carded. There is, however, one point which I 
think is worth remembering about the older 
methods of treating gonorrheal vaginitis in chil- 
dren by vaginal instillations, namely, that these 
instillations can be given more easily and effec- 
tively if the child is placed in the knee-chest 
position. 

Some of us fail to appreciate in how many 
different ways the knee-chest position can at 
times be helpful. We, of course, know that it 
is the position used in the Kelly or air method 
of cystoscopy and, as I have just said, it is a 
good position in which to place a child when 
antiseptics are to be instilled into the vagina. 
What we are apt to forget is that it is much easier 


to remove foreign bodies from a child’s vagina’ 


when she is placed in the knee-chest position. 

I remember well a case in which I was called 
to see a three-year old child who had gotten an 
open safety pin stuck high in the vagina. The 
doctor had been trying to remove the pin by plac- 
ing a clamp on the end of it and pulling on it 
but was unable to do so, because the open end 
of the pin kept tearing the mucous membrane, 
hurting the child and making her entirely un- 
cooperative. He telephoned me and asked me 
to have an anesthetist at hand so the child could 
be put to sleep and the pin removed. However, 
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the child was simply placed in the knee-chest 
position, the buttocks elevated and air allowed 
to rush into the vagina. It was then a simple 
procedure to remove the open safety pin without 
giving the child an anesthetic and without hurt- 
ing her. 

It is of interest to consider for a moment the 
way in which the estrogenic or endocrine method 
of treating gonorrheal vaginitis in children came 
into being. The anatomists taught us the differ- 
ence in the structure of the child’s and the adult 
woman’s vagina, which I have already brought 
out. Allen,’ a laboratory worker, experimenting 
with immature animals, showed that he could 
transform the vagina of the young animal to the 
adult type by giving injections of one of the 
estrogenic substances. Lewis,” working at Yale, 
found that he could do the same thing in chil- 
dren and knowing that the adult vagina is very 
resistant to the gonococcus he decided to treat 
gonorrheal vaginitis in children by transforming 
the child’s vagina to the adult type. He gave 
estrogenic substances hypodermically and ob- 
tained fairly satisfactory results. 

TeLinde and Brawner,’ working at the Johns 
Hopkins Hospital, found that much better re- 
sults could be obtained by giving estrogen in 
the form of vaginal suppositories and the method 
that they advocated is as follows: 

Every night one suppository containing 1,000 
International Units of one of the estrogenic sub- 
stances is inserted high in the vagina. This is 
continued for from four to six weeks and in al- 
most one hundred per cent. of the cases the 
method has been effective. Careful follow-up 
studies of this work has shown that recurrences 
of the infection have not occurred except in a 
few patients and in them there was thought to 
have been a reinfection. The particular estrogen 
in the vaginal suppositories used by TeLinde 
and Brawner was amniotin, which is the Squibb’s 
preparation of estrone, but several other pharma- 
ceutical houses have brought out vaginal supposi- 
tories containing estrogenic products and prob- 
ably they are just as effective as amniotin. 

After TeLinde and Brawner’s report had been 
published it seemed like the last word had been 
said on the subject of gonorrheal vaginitis but 
such was not the case for Karnaky,* working in 
Houston, Texas, now claims that the cures ob- 
tained by transforming the child’s vagina to the 
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adult type are not due as much to the increase 
in the numbers of layers of cells lining the 
vagina as they are to the increase of the acidity 
of the vaginal secretion which occurs when sup- 
positories containing estrogen are used. In sup- 
port of this Karnaky reports that by using flora- 
quin tablets, which do not contain estrogen but 
do lower the pH of the child’s vagina, he is 
able to obtain just as good results as he does 
with estrogens. It certainly is of interest that 
the child’s vagina is normally alkaline, having 
a pH of from 7 to 8, while the adult woman’s 
vagina is acid with a pH of 4 to 4.4 and that 
when floraquin tablets are used the child’s 
vagina does become definitely more acid. 

However, these floraquin tablets which inci- 
dentally are put out by Searle and Company 
have, since Karnaky first recommended their 
use, been tried in cases of gonorrheal vaginitis 
in the dispensaries of both the Johns Hopkins 
and University of Maryland and it has been the 
impression of the men working in both clinics 
that the estrogenic suppositories yield better re- 
sults than do the floraquin tablets. 

In children we see a few cases of non-specific 
vaginitis which are probably due to the staphylo- 
coccus or streptococcus. Most of these infections 
also clear up when estrogenic suppositories are 
used. Once in a while the oxyuris vermicularis, 
sometimes called the pinworm or seatworm, goes 
forward into the vagina and sets up a vaginal 
irritation. These cases, of course, should receive 
the usual treatment that is given these infesta- 
tions. As a matter of fact an application every 
night of a weak mercurial ointment around the 
anus will effect a cure in many instances. 

In women during menstrual life the tricho- 
monas vaginalis is the commonest cause of leu- 
corrhea. There is in my mind not the slightest 
doubt that this statement is true when one is 
referring to the type of women seen in private 
practice and, I believe, it is also true for dis- 
pensary patients, although gonorrheal endocer- 
vicitis in this latter type of patients runs the 
trichomonas a close second as a cause of leu- 
corrhea. 

It should be emphasized that the gonococcus 
in the adult woman does not cause a vaginitis but 
a urethritis and endocervicitis, while the tricho- 
monas causes a vaginitis and little, if any, en- 
docervicitis, The characteristic lesion in tricho- 
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monas infections is most often seen in the upper 
posterior part of the vagina just behind the 
cervix. One not infrequently sees in this area 
minute red spots, giving the upper posterior 
vaginal wall a strawberry-like appearance. 

Some of those who have written about tricho- 
monas infections have stated that the discharge 
often contains bubbles and is apt to have a slight 
greenish tint. Personally, I have seldom ob- 
served these characters in the discharge. In my 
experience there is nothing that is’ characteristic 
in the appearance of the discharge. It may be 
thick or thin, yellow or white. It is, however, 
apt to cause much more irritation than does the 
discharge caused by endocervicitis. The tricho- 
monas is one of the commonest causes of pruritus 
and dyspareunia. The same amount of infec- 
tion may cause varying amounts of discomfort in 
different women but in my experience practically 
all women who harbor in their vagina the tricho- 
monas have some symptoms, even if they are 
only a little itching and discharge just before 
and after the menstrual period. 

The trichomonas rarely invade the urethra 
and Bartholin’s glands. Cases of salpingitis, 
due to the trichomonas vaginalis, have been re- 
ported but although I have seen many hundreds 
of patients with a leucorrheal discharge due to 
these organisms I have never seen a case of 
salpingitis which I thought they were responsi- 
ble for. 

The trichomonas is a protozoa with actively 
moving flagella at one extremity and an un- 
dulating membrane. The latter cannot always 
be seen as easily as the flagella. These organisms 
are larger than an ordinary pus cell and yet 
smaller than the epithelium which lines the 
vagina and which can always be seen in vaginal 
smears. The trichomonas are very motile. Un- 
der the microscope the flagella can be seen movy- 
ing rapidly. When the protozoa happen to be 
caught under a mass of epithelial cells they 
cften make the whole clump of cells move. 

The diagnosis is made by demonstrating the 
organisms under the microscope. No special ap- 
paratus is needed. All that is required is a mi- 
croscope, a little normal salt solution and an 
ordinary microscopic slide. In some articles you 
will read that hollow ground slides should be 
used in studying the trichomonas but they are 
not necessary. The technique for demonstrating 
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these organisms is as follows: One inserts his 
gloved finger high in the vagina behind the 
cervix and takes a drop of the secretion on his 
gloved finger, mixes it with a little normal salt 
solution and at once examines the preparation 
under the microscope. The organisms can be 
seen under both low and high powers. It is not 
necessary to stain them. If one prefers to put 
a coverslip over the normal salt solution prepara- 
tion it is all right to do so. 

In some women smears examined in the inter- 
menstrual period may fail to show the organisms, 
while those taken immediately before or after a 
period will reveal them. In fact in some in- 
stances the organisms can more easily be dem- 
onstrated if the patient is examined when she 
is actually menstruating. 

The diagnosis is often missed for two reasons. 
The first is the same reason that explains why 
so many conditions remain undiagnosed. It is 
that they are not thought of. The second reason 
that explains why physicians sometimes fail to 
make the diagnosis is that while they think of 
trichomonas vaginalis as a possible cause of leu- 
corrhea they think of it two minutes too late. 
This is what often happens. A woman comes 
to a doctor complaining of a leucorrheal dis- 
charge. He thinks of endocervicitis, polyps, 
carcinoma and many other gynecological condi- 
tions as being the possible cause of the dis- 
charge. He at once puts green-soap or some 


other lubricant on his fingers and does a pelvic 


examination. After his examination has failed 
to demonstrate any of the conditions mentioned 
above he then thinks of the possibility of a 
vaginitis due to the trichomonas vaginalis, takes 
smears and looks at the material under the 
microscope and fails to see the organisms. This 
may be due to the fact that the green-soap on 
his fingers killed the trichomonas which were in 
the superficial tissues and by which the diagnosis 
could have been made. I have gotten into the 
routine of taking smears for trichomonas vag- 
inalis as the first step in my study of all patients 
who come to me complaining of leucorrhea, 
pruritus and dyspareunia. 

Another factor that sometimes interferes with 
the diagnosis of trichomonas infections and also 
of gonorrhea is that many women through a 
natural sense of cleanliness will take a douche 
immediately before coming to a doctor’s office 
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and will thus prevent the physician from making 
the diagnosis. It is well to ask every woman 
who comes to you complaining of leucorrhea 
when she took her last douche. 

Several theories have been advanced to ex- 
plain how it is that so many women become in- 
fected with the trichomonas vaginalis and while 
these theories are of interest none of them seem 
to satisfactorily explain all of the cases. First 
of all there is the idea held by some authorities 
that because trichomonads are often found in the 
rectum that many of the vaginal infestations are 
due to the protozoa being carried from the anus 
to the vagina. ‘Those who hold this opinion be- 
lieve that the differences shown between the 
trichomonads secured from the vagina and those 
obtained from the anus can be explained on the 
grounds that the protozoa changes its character- 
istics according to its environment. Others and 
indeed most authorities on protozoa believe that 
the anatomical and biological differences between 
the trichomonas vaginalis and trichomonas fe- 
calis are too great to permit of their being ex- 
plained in this way and that really these are two 
different organisms. Be that as it may it seems 
worth while in all cases of trichomonas infections 
of the vagina to take measures against possible 
reinfection from the anus and this means in- 
structing women to clean themselves after defeca- 
tion from the vagina to the anus which inci- 
dentally is not the usual method of toilet tech- 
nique in women for most of them clean them- 
selves after defecation in the reverse manner, 
namely, from the anus to the vagina. 

Carl Davis’ in his book on Gynecology and 
Obstetrics writes “It is probable that a consid- 
erable number of infections are secured from 
contaminated bath water since so many patients 
develop the infection during the summer months 
while bathing in rather still water of inland 
lakes.” This unquestionably accounts for the 
infection in some instances, for ever so often 
several women who have been swimming in the 
same pond will simultaneously develop a vaginitis 
due to the trichomonas vaginalis. This has been 
reported by others and I have observed it myself. 
Nevertheless, there are many trichomonas infec- 
tions which cannot be explained in this manner 
for the condition is not infrequently seen in 
women who have not for years been out of a 
city or had a swim in any pond. 
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Trichomonas infections are rarely seen in 
men, but in persistent cases of vaginitis the 
possibility of a woman being reinfected through 
sexual intercourse must be thought of. How- 
ever, a trichomonas infestation should not be 
considered a venereal disease, for the tricho- 
monas causes almost as many cases of vaginitis 
in virgins as it does in married women. 

It is only fair in discussing the trichomonas 
yaginalis to mention that certain writers claim 
that there is no definite proof that it is a patho- 
genic parasite, even though it is usually found in 
pathological vaginas. Hibbert and Falls® re- 
ported that in a group of patients with vaginitis 
and trichomonas vaginalis in the secretion they 
isolated a streptococcus called the streptococcus 
subacidus. These workers feel that the strepto- 
coccus is the real cause of the leucorrhea. They 
have made a vaccine from it and treated patients 
with the vaccine hypodermically and locally have 
used a broth filtrate in the vagina. However, 
there were a number of cases in which this treat- 
ment failed either to relieve the patient’s symp- 
toms or to get rid of the trichomonas organisms. 
In fact their results were no better than those 
obtained when treatment was directed directly 
towards the trichomonas vaginalis. 

Clinically, it seems to me of little importance 
whether the trichomonas itself is responsible for 
the patient’s symptoms, whether the trichomonas 
and a streptococcus or some other organism to- 
gether produce the symptoms or whether the 
trichomonas simply makes the vagina more sus- 
ceptible to a streptococcus infection. It has been 
my experience that practically all women with 
trichomonas vaginalis in the vagina have some 
symptoms. When the protozoa disappear the 
symptoms stop and when the symptoms recur, 
as unfortunately is not unusual, careful search 
will show that the organisms are again present. 
In support of the idea that the trichomonas are 
definitely pathological Bland? demonstrated that 
the presence of the trichomonas vaginalis in the 
vagina of pregnant women increases puerperal 
morbidity. 

There are many ways of treating trichomonas 
vaginalis vaginitis. Personally, I have tried ten 
different methods. All these methods are some- 
times successful and in my experience none of 
them are always successful. Almost all of them 
will give the patient immediate relief and make 
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her feel grateful to her doctor, but the physician 
must not be too enthusiastic about the immediate 
results because in a large number of instances 
there are recurrences after the menstrual period. 
Some gynecologists will prefer one method of 
treatments, others prefer another. I shall now 
outline the methods of treating trichomonas in- 
fections which have given me the best results. 

First of all there is the method recommended 
by Greenhill® in 1931. It is now. somewhat out 
of fashion but if a patient is willing to come 
to a doctor’s office for a series of visits, extending 
over a period of six weeks, I still feel that this is 
one of the best ways of getting permanently rid 
of this infection. 

The patient is instructed to come to the office 
three times a week for the first week of treatment 
and then twice a week during the rest of the 
time, except when she is menstruating, and 
while the period is on she must come every other 
day. Quite naturally women will not want to 
come to a doctor’s office when menstruating but 
if they are told when the treatments are started 
that this will be necessary most women will co- 
operate and, incidentally, whether the Greenhill 
method of treatment is used or douches and tab- 
lets are prescribed, it is necessary in most all of 
the ways of treating this infection for the treat- 
ments to be carried out while the patient is 
menstruating. 

The Greenhill method of treatment consists 
of scrubbing the vulva and vagina with a solution 
of tincture of green-soap. ‘The vagina is then 
filled with hexylresorcinol and finally with gly- 
cerin. I am not certain how much good the 
hexylresorcinol and glycerin do but as they are 
part of the technique recommended by Greenhill 
I use them in addition to the green-soap. Between 
treatments the patient is instructed to wash the 
external genitalia with green-soap and then to 
take a tincture of green-soap douche. Sometimes 
lactic acid douches are used instead of the green- 
soap one teaspoonful of the lactic acid being used 
in two quarts of water. 

The Greenhill method of treatment does bring 
about a permanent cure in a large percentage 
of cases of trichomonas vaginalis vaginitis but 
it fails in some instances. As I have said before, 
one must be very careful not to conclude that 
the infection has been entirely cleared up and this 
applies to whatever method of treatment has 
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been carried out. Before a doctor has any right 
to feel certain that he has cured a woman who 
has had vaginitis due to the trichomonas vagi- 
nalis, examination of smears taken at the end 
of menstruation must be absolutely negative for 
three consecutive months. 

A second method which has given me good re- 
sults and which I have tried on a fairly large 
number of patients is the one in which silver 
picrate is used. It has the advantage that usually 
the treatments are finished in two weeks. The 
patient comes to the doctor’s office, the vagina is 
swabbed with cotton until it is absolutely dry and 
then by using a special insufflator, which resem- 
bles an atomizer, silver picrate powder is blown 
into the vagina so that it is spread over the 
vaginal walls. The patient then inserts one silver 
picrate suppository high into the vagina every 
night for six nights. At the end of this time 
she returns for a second office treatment and 
then uses the suppositories for another six nights. 
During these two weeks the patient is instructed 
not to take a douche nor a tub-bath and not to 
have sexual intercourse. Patients complain that 
this is a very unpleasant treatment as it necessi- 
tates them wearing a perineal pad during the 
entire two weeks. 

There is probably some danger in a patient 
using these suppositories longer than two weeks 
for on the back of the box containing the sup- 
positories the firm—John Wyeth and Brother— 
has the following written: “Protracted use over 
a considerably longer time might conceivably 
give rise to argyria as with any silver prepara- 
tion,” 

A third method of treatment which deserves 
consideration and which is the one most easily 
carried out by the man in general practice is the 
method advised by Karnaky of Texas. The same 
floraquin tablets which he recommends for gonor- 
rheal vaginitis in children he uses in trichomonas 
infections in adult women. These suppositories 
contain lactose, dextrose, boric acid and diodo- 
guin, The latter, namely, diodoquin is an anti- 
septic containing a certain amount of iodine but 
it is thought that it plays only a small part in 
bringing about the results claimed for these tab- 
lets. The acidulated dextrose is much more im- 
portant as it is the principal factor in increasing 


the vaginal acidity until the pH is lowered to 4.0. 
The lactose is broken down by bacillary action 
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and the lactic acid produced also helps keep the 
vagina acid and stimulates the growth of the 
large Déderlein bacilli which when present in- 
crease the resistance of the vagina to infection. 

One of these suppositories is inserted high into 
the vagina every night for a period of from four 
to six weeks, and while the patient is menstruat- 
ing the number should be increased to two. Un- 
less the vagina becomes filled through these 
suppositories failing to be absorbed vaginal 
douches are not necessary, but usually the pa- 
tient is more comfortable if she takes a douche 
twice a week in which case lactic acid douches 
are recommended—one teaspoonful to two quarts 
of water. Indeed this is a very effective douche 
for all purposes except in the fungus infections 
of the vagina. The lactic acid douche is quite 
acid, having a pH of 2.85. Incidentally, lactic 
acid comes as a liquid—United States Pharm- 
aceutical Preparation, containing 85 per cent lac- 
tic acid. Another douche which produces a 
marked acidity of the vagina and which is fairly 
satisfactory for general use is the vinegar douche 
—three tablespoonfuls of vinegar (5 per cent. 
acetic acid) being used to two quarts of water. 
Such a vinegar douche has a pH of 4.0, 

One preparation which I might speak of at 
this time, not only in connection with tricho- 
monas vaginalis vaginitis but also in connection 
with the treatment of endocervicitis, is negatol. 
I do this with some hesitancy, because I do not 
know what is in it and while it has been used 
in many of the best known clinics in this country 
and in Baltimore by both the Johns Hopkins and 
University of Maryland Staff none of the men 
using it knows what is in it. It is interesting 
to consider that a preparation the composition 
of which is not known should be so widely used 
and perhaps this casts some reflection on the 
medical profession. There are only two explana- 
tions that occur to me for the popularity of this 
preparation. One is that the preparation has, 
when tried, proven to be effective and the other 
is that the man who is trying to put it on the 
market is a good salesman. I think a little. of 
both of these reasons explain how this drug has 
come to be so widely used. 

The man who is advocating the drug is named 
Eli Joseph and he came over to this country 


sometime ago from Europe. He established his 
headquarters at the Ambassador Hotel in New 
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York City and then went to various gynecologists 
all over this country, telling them about this 
wonderful preparation which was so effective in 
the treatment of endocervicitis and vaginitis. In 
fact, he claims that the preparation controls 
bleeding from the cervix which, incidentally, is 
true to a limited extent. The gynecologists that 
he visited were asked by him to supply him with 
the names of other gynecologists, so probably he 
had on his mailing and shipping list the names 
of a large number of gynecologists. 

To all those on his list he sent several bottles 
of the 100 per cent. solution of negatol and 
many boxes of the 10 and 20 per cent. supposi- 
tories. He also wrote at least once a week to 
all those using his preparation, asking for reports 
of their results. He is now in Paris but I still 
receive letters from him. In addition to carrying 
out these activities Mr. Joseph, who certainly is a 
“hustler,” contacted several of the largest and 
longest established pharmaceutical houses in this 
country trying to interest them in negatol and 
in one of his last letters he wrote that Lilly and 
Company are going to handle negatol in this 
country. 

Anyhow the preparation is quite remarkable. 
It does sometime produce astonishing results in 
chronic endocervicitis, although whether the re- 
sults will prove to be permanent or not no one 
knows. It cures some cases of trichomonas va- 
ginalis vaginitis, but has failed in several cases 
that I have tried it on. It will stop the bleeding 
from the cervix that follows the removal of tissue 
for biopsy study. 

When you use this preparation, which probably 
will soon be on the market though perhaps under 
a different name, it is well to remember certain 
things. The preparation causes the patient to 
pass a complete cast of the cervix and vagina, In 
my experience it usually takes from five to eight 
days before this happens. If you do a pelvic 
examination just about when this is going to 
occur you will be surprised on withdrawing your 
fingers to find that you have removed an elong- 
ated whitish opaque like membrane. This may 
be from one to three inches long but what is apt 
to surprise you most is that after this cast is 
removed the underlying tissue looks so healthy. 
If the patient has not been warned about this 
cast which she herself may pass between the times 
that she sees her doctor she may be greatly upset. 
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One patient returned to her doctor complaining 
that he had left a sponge in the vagina. One 
of my patients was terribly embarrassed when an 
elevator on which she was descending stopped 
suddenly and as she braced herself a complete 
cast of the vagina slid to the floor. 

As I have said, this preparation is remarkable 
and I feel that its use in moderation is justified. 
However, I hesitate to continue using it on any 
one patient for a long period of time. It seems 
to me possible that vaginal adhesions might re- 
sult. I have had only one- patient who was sensi- 
tive to negatol. She developed intense burning 
and itching following its use. Most women com- 
plain slightly when the 100 per cent. solution 
touches the external urethra and vulva, but exper- 
ience no discomfort when the cervix and the 
upper vagina are painted with it. Moreover, the 
10 and 20 per cent. suppositories rarely cause any 
irritation. 

For the most part I have been willing to go 
along with many of the other gynecologists in 
this country in following Mr. Joseph’s suggestion 
as to how to use negatol. However, when he 
suggested that in the resistant cases of tricho- 
monas vaginalis that had not yielded to his 
preparation I have the patient insert supposi- 
tories into the rectum, as well as the vagina, such 
a procedure did not seem to me unassociated 
with danger and I did not carry it out. So much 
for trichomonas vaginalis and negatol. 

Second only to trichomonas vaginalis vaginitis 
comes endocervicitis as a cause of leucorrhea. 
Many but by no means all the cases of endocer- 
vicitis are due to the gonococcus. The cervix and 
urethra are, of course, the first two areas to be 
invaded in acute gonorrhea and when the dis- 
ease becomes chronic it is often in the cervical 
glands that the infection persists. This accounts 
for many of the cases of endocervicitis but others 
result through the ordinary pyogenic organisms, 
such as the streptococcus and staphylococcus, in- 
vading the cervical tissue when the cervix is torn 
and traumatized through childbirth injuries. It 
is not my intention to discuss in detail the treat- 
ment of gonorrhea in the adult woman, but I 
am enthusiastic about the results obtained in 
early cases of gonorrhea and acute gonorrheal 
salpingitis by the use of sulphanilamide. You 
doubtless notice that I distinguish between early 


eases of gonorrhea and acute gonorrheal salpin- 
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gitis, for rarely does salpingitis develop in the 
early stages of this disease although most women 
fail to consult their physician until the tubes 
have been invaded. In fact, in dispensary prac- 
tice one rarely, if ever, sees gonorrhea in its early 
stages. In private practice the gynecologist does 
see a few of these cases and they usually come 
The husband 
has extra-marital relations and before he discov- 
ers that he has contracted gonorrhea has inter- 


to him in the following manner. 


course with his wife. A few days later he learns 
the truth about himself. His conscience then 
hurts him and he sends his wife to a gynecologist 
for examination. These women when seen usually 
have no complaints, except perhaps slight burn- 
ing on urination and a little discharge. Never- 
theless, these are the cases of early gonorrhea 
that correspond to acute gonorrheal urethritis as 
seen in the male and it is in these women that 
gonococci in great numbers can usually be seen 
in smears from both the cervix and urethra. I 
have had about a half dozen opportunities to use 
sulphanilamide in just such cases and in all of 
them the infection has cleared up rapidly. Many 
reports are being published about the use of sul- 
phanilamide in acute salpingitis and while in 
many instances encouraging results have been 
obtained as shown by the symptoms subsiding 
rapidly it is still too early to feel confident that 
sulphanilamide will lessen the number of these 
women who eventually come to operation. In 
my opinion, when sulphanilamide is prescribed 
it is desirable to have a complete blood count 
made at least every 48 hours. If this is not fea- 
sible the physician should at least insist on seeing 
his patient frequently. All those who have used 
sulphanilamide extensively have seen many com- 
plications develop while the patient is receiving 
this drug. Some of these are of minor im- 
portance, but a few are serious and we must 
be constantly on the lookout for them. 

Chronic endocervicitis whether gonorrheal or 
non-specific in origin is, in my opinion, best 
treated by cauterization of the cervix. This need 
not be done in a hospital or under an anesthetic, 
except when there are deep lacerations or marked 
eversion of the mucosa. When cauterizations 


are carried out in the office it is often better to 
cauterize only part of the cervix at one time, 
taking two to three visits to complete the proce- 
dure. In cauterizing the cervix it is well to fol- 
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low the technique recommended by Guy L. Hun- 
ner® thirty-three years ago, namely, making ra- 
dial strokes in the cervical tissues so as to leave 
some good tissue between the strokes and thus 
prevent cervical stenosis. I prefer using a small 
nasal cautery to a larger cautery which destroys 
more tissue, 

The time in the menstrual cycle at which a 
cauterization is carried out is of importance. It 
should be done either half-way between periods 
or even better just after a menstrual period; 
never immediately before a period. There is 
normally some hyperemia of the cervix with the 
onset of a menstrual period and if the tissue is 
traumatized at that time by an operative proce- 
dure, such as a cauterization, any organisms, par- 
ticularly streptococci which happen to be present, 
may be carried through the lymphatics to the 
broad ligaments and peritoneum and may even 
get into the blood stream and cause a septicemia. 
We get into the habit of considering a cauteriza- 
tion of the cervix as a very simple procedure 
unaccompanied with any danger and for the most 
part this is true, but once in a great while serious 
results have followed a cauterization. Neverthe- 
less, Jacopy’® in a recent article comparing the 
end results in the treatment of endocervicitis by 
electrophysical methods, namely, cautery, coagu- 
lation and conization, showed that results were 
obtained more rapidly and with fewer complica- 
tions by cauterization than the other two 
methods, 

Another article recently published which is of 
importance when one is considering the cause of 
leucorrhea in the adult woman was written by 
Poindexter.1!_ He made numerous observations 
on gonorrheal and trichomonas infections and 
observed that gonococci are seldom found in pus 
containing a large number of the trichomonas, 
monilia or Déderlein bacilli. This finding cor- 
responds with my own experience. 

Poindexter also noted that sulphanilamide is 
effective when used in acute cases of gonorrhea 
but has no significant effect on leucorrhea due 
to the trichomonas vaginalis. In the few cases 
of trichomonas vaginalis in which I have used 
sulphanilamide it has not been effective. 

Some gynecologists, among whom might be 
mentioned Plass!? of Iowa City, report that they 
see many patients in whom a leucorrheal dis- 
charge is caused by yeast-like organisms infect- 
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ing the vagina. Personally, I have seen only a 
few of these infections and my contreres in Bal- 
timore tell me that such has also been their ex- 
perience, although many of us routinely look for 
fungi in all cases in which leucorrhea is a symp- 
tom. 

When budding yeast cells and branching my- 
celial are present they can usually be seen by a 
simple examination of the leucorrheal discharge 
itself under a microscope, but the addition of a 
few drops of either ten per cent. sodium or po- 
{assium hydroxide to the discharge makes it 
easier to recognize these fungi. All types of 
fungus grow readily on Sabouraud’s media. 

One must, however, not be too hasty in con- 
cluding that because there are a few yeast cell- 
like organisms present that necessarily the vag- 
initis is due to them, for yeast and various other 
fungi are found almost everywhere and their 
presence may have no etiological bearing on the 
patient’s complaint. For many of them are non- 
pathogenic and it requires rather complicated 
laboratory studies to definitely determine which 
roups are pathogenic and which are not. 

However, it is well to remember that some 
cases of vaginitis are due to yeast and various 
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fungi and that these infections usually clear up 
in from one to two weeks if the vagina is painted 
daily with a solution of gentian violet in a 
strength of from two to five per cent. Women 
with such infections are also helped by potassium 
permanganate douches in a strength of one to 
three thousand. 

The most striking case I have ever seen of 
vaginitis due to a fungus occurred in a patient 
who hired a bathing-suit at one of the public 
bathing beaches and shortly afterwards developed 
a profuse leucorrheal discharge with a tremen- 
dous amount of irritation of the vagina, external 
genitalia and inner sides of the thighs. The 
condition cleared up in one week under gentian 
violet therapy. 

Occasionally white opaque spots are seen on 
the vulva and vagina in cases of fungus infec- 
tion. These are due in some instances to a par- 
ticular type of fungus called the monilia albicans 
which is responsible for thrush as it is seen in 
the mouths of children. It is of interest that 
Woodruff and Hesseltine’® have shown that 
thrush occurs oftener in the mouths of infants 


LEO BRADY 365 


whose mothers have been shown to habor fungus 
in the vagina, 

In diabetic vulvovaginitis it was thought for 
many years that in some way the sugar in the 
urine irritated the tissues and thus caused a 
leucorrheal discharge. However, recent work by 
Hesseltine and Campbell’* indicates that the 
glucose does not in itself directly cause the trou- 
ble but makes the tissues more susceptible to 
fungus or mycotic infections. This means that 
in all cases of vulvovaginitis in diabetic patients 
fungi should be looked for in smears and if 
they are found proper local treatment should be 
given while such general measures are carried out 
as will make the urine sugar free. 

Senile vaginitis sometimes causes a leucorrheal 
discharge but many women with senile vaginitis 
although complaining of itching and irritation 
have very little discharge. Indeed in the ma- 
jority of instances the parts instead of being too 
moist are too dry and fissures develop. Many 
elderly women will tell you that even though 
they have been taking douches two or three times 
a day they still feel constantly irritated. Merely 
instructing them to stop taking the douches and 
to instill two or three times a week one ounce 
of olive oil in the vagina will give some of these 
patients relief. 

However, estrogenic therapy is indicated in 
most cases of senile vaginitis and, incidentally, 
pain on coitus is often one of the first symptoms 
complained of by women who are developing 
this condition. Specifically, a woman is in- 
structed to insert high into the vagina every 
night one suppository containing 2,000 I. U. of 
one of the estrogenic preparations, such as am- 
niotin or theelin. It takes about two to three 
weeks before the patient feels better and about 
six weeks to get complete relief. Unfortunately, 
in many cases the results are not permanent, 
but if the symptoms return after a few months 
it is usually easier to get results by estrogenic 
therapy than it was the first time and smaller 
doses are more apt to be effective. Incidentally, 
these estrogenic suppositories come in two 
strengths, the weaker containing 1,000 I.U. in- 
stead of 2,000 I.U. 

It has been found that the so-called estrogenic 
pearls which are put out by some of the pharma- 
ceutical houses for oral administration are just 
as effective when inserted into the vagina as are 
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the vaginal suppositories and they cost about 
one-third less for the same dosage. This is worth 
remembering because even though the cost of 
estrogenic preparations is less than it was several 
years ago it is still fairly high. 

One more point about senile vaginitis. Not 
infrequently it is complicated by a mycotic or 
fungus infection. Then it is probably best to 
treat the patient for a week or two with one per 
cent. gentian violet locally before starting the 
use of the estrogenic vaginal suppositories. 

This is all I am going to say about leucorrhea. 
Myomas, polyps, carcinomas and other surgical 
causes of vaginal discharges have not been con- 
sidered, as I have been talking so far on what 
might be called office gynecology. When leucor- 
rhea is due to the causes that I have covered in 
detail there is seldom any history of the discharge 
containing blood or even being blood tinged. As 
soon as such a history is obtained the possibility 
of a neoplasm must be considered and if the 
pelvic examination does not enable the examiner 
to make a diagnosis a diagnostic curettement 
is usually indicated. 

More women consult the gynecologist because 
of dysmenorrhea than for any other symptom 
except leucorrhea. When on examination the 
patient is found to have some definite patholog- 
ical condition, such as myoma, an inflammatory 
mass or a retroposition of the uterus, the treat- 
ment is of course directed towards correcting the 
evident abnormality, but the difficult cases to 
treat are those in which the examination shows 
the pelvic structures to be essentially normal. 
These are the cases of so-called primary dys- 
menorrhea. 

To be sure, in some of the patients who are 
considered to have primary dysmenorrhea the 
body of the uterus may be flexed on the cervix 
at an unusually acute angle or the womb and 
ovaries may on examination appear to be slightly 
hypoplastic. However, these variations from 
what is considered to be the normal are often so 
slight that it is questionable how much part 
they play in causing the menstrual pains. 

Many different types of surgical procedures 
and hundreds of drugs have been recommended 
to relieve primary dysmenorrhea and the ideal 
therapeutic measure has not yet been discovered. 
There is no doubt that many women are helped 
by a thorough dilatation of the cervix, although 
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it is a little difficult to understand why this 
procedure should in some cases be so beneficial. 

In my experience, better results are obtained 
if Hegar dilators are used in performing a dilata- 
tion than when other types of dilators are em- 
ployed. When using Hegar dilators the internal 
os is stretched more thoroughly. The operator 
in performing a dilation of the cervix can tell 
when the dilator passes through the internal os 
and the muscle fibres in this area relax. 

Some gynecologists insert stem pessaries in 
cases of anteflexion of the cervix and also in 
simple cases of primary dysmenorrhea where the 
angle between the body and cervix of the uterus 
is normal, but I have almost entirely discontin- 
ued using this type of pessary. Pessaries are 
foreign bodies and some cases of severe endo- 
cervicitis and of even more serious complications 
have been reported to follow their use. Never- 
theless, some very good gynecologists are still 
enthusiastic about the results obtained with stem 
pessaries. 

The plastic operations to correct the angle be- 
tween the body and cervix of the uterus have 
been almost entirely abandoned. They often 
caused endocervicitis and left the woman in such 
a condition that she was unable to carry a preg- 
nancy to term. 

Cotte!® claims excellent results from resection 
of the presacral nerve, but while the operation 
has obtained a certain popularity in Europe there 
are only a few American surgeons who recom- 
mend it. Cotte claims that when the operation 
is properly performed there is no danger of the 
patient developing bladder or rectal trouble but 
the possibility of such a complication occurring 
of course suggests itself. 

At the present time probably the majority of 
articles written about the treatment of dysmenor- 
rhea deal with the results obtained by endocrine 
therapy. It has been very definitely shown that 
the two hormones, namely, estrone and proges- 
trone, have antagonistic effects-on the uterine 
musculature, the former stimulating uterine 
contractions and the latter, namely progestrone, 
inhibiting them. From this it would seem that 
by using progestrone one could give women suf- 
fering with dysmenorrhea marked relief and in 
some instances this method of treatment has been 
effective. However, there are cases of dysmenor- 
rhea in which the pain is apparently not due to 
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too much estrone but to too little. These are 
the cases in which the uterus is underdeveloped 
and in such instances estrone instead of proges- 
trone is recommended. 

The study of the control of menstruation and 
other functions of the generative tract by the 
endocrine glands is extremely interesting and 
offers great hope that before long much can be 
accomplished by endocrine therapy. However, 
most gynecologists with whom I have talked have 
been disappointed with the clinical results ob- 
tained by the use of endocrines in all the various 
gynecological conditions for which they have 
been employed except in the treatment of gonor- 
theal vaginitis in children and in the control 
of menopausal symptoms. 

Certainly it is true that in many cases en- 
docrine therapy has failed to relieve dysmenor- 
rhea. Moreover, these preparations are seldom 
effective unless given hypodermically and women 
soon tire of repeated hypodermic injections. Then 
too it is difficult in some instances to decide 
whether estrone or progestrone should be given. 

Of course, morphine will relieve menstrual 
pains but it should not be prescribed because of 
the danger of habit formation. However, there 
is very little likelihood of a patient becoming 
addicted to codein and I have no hesitancy in 
prescribing it to relieve dysmenorrhea. One 
drug which is often helpful is atropine and I 
like to prescribe capsules containing atropine grs. 
1/120, codein grs. % and aspirin grs. v. The 
patient is instructed to take one of these cap- 
sules every four hours until the pain is relieved. 

In the last year Hibbits!® of the University of 
Maryland Faculty has given benzedrine sulphate 
by mouth to a large number of women who suf- 
fered from dysmenorrhea and he reports that 
he has obtained excellent results with this drug. 
His work will be published soon but I have his 
permission to speak of it here tonight. The 
women are instructed to take in the morning on 
the day which their period is expected ten milli- 
grams of benzedrine sulphate by mouth and to 
repeat the same dose four hours later. This 
medication can safely be repeated in this manner 
for three or four days. However, it is better not 
to take benzedrine sulphate late in the afternoon 
or evening as it has a tendency to prevent sleep 
for several hours after it has been taken. There 
are, of course, certain patients, particularly 
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those with high blood pressure, for whom benze- 
drine sulphate should not be prescribed. I have 
had some personal experience with this drug and 
have found it to be very effective in most of the 
cases in which I have tried it. It does not always 
work, 

There is a patent medicine called “midol” 
which is advertised extensively as a boon to 
women who suffer from dysmenorrhea. The most 
effective ingredient in the preparation used to 
be pyramidon but after cases of agranulocytic 
angina were reported to sometimes follow the 
use of pyramidon this drug was removed from 
midol and aspirin substituted. In doing this 
the Company made their preparation harmless 
but apparently no more effective than aspirin. 

Pruritus vulvae is the third and last of the 
gynecological complaints about which I shall 
speak. In my opinion, it is more often due to 
a trichomonas vaginalis infection than any other 
one cause. Yeast infections probably rank sec- 
ond in importance. Senile vaginitis with or 
without yeast infections comes third. Diabetes 
must always be thought of. In some instances 
pediculis pubis or crablouse is responsible. A 
true eczema of the skin is occasionally seen. 
Sometimes the examination is entirely negative 
and still the patient complains bitterly of pruri- 
tus. The treatment of course consists in remov- 
ing whatever is the irritating factor, if such a 
factor can be found, but in those cases in which 
the examinations and laboratory studies are en- 
tirely negative small erythematous doses of x-ray 
are often helpful. In a few of the very persistent 
cases of pruritus of the vulva and also of the 
anus in which my examinations have been en- 
tirely negative I have injected 95 per cent. alco- 
hol deeply into the superficial tissues and have 
had a few gratifying results. So far, I have 
never had a slough but the series of cases in 
which I have done this is small. There is no 
doubt but that sloughs do occasionally occur no 
matter how careful one is about his technique so 
this procedure should only be carried out on 
carefully selected patients for whom it is impera- 
tive to obtain relief even though there is some 
danger associated with the therapeutic measure. 

So much for this rather rambling discussion 
of some of the commoner complaints for which 
women consult gynecologists. In closing I wish 
to again express my appreciation for the honor 
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you have bestowed upon me in asking me to 
speak before your Society this evening. 
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LATE OBSTETRIC HEMORRHAGES AS A 
CAUSE OF MATERNAL MORTALITY 
IN CHICAGO DURING 1938 
CHARLES NEwBERGER, S8.B., M.D. 
Chicago 

A study was made of all maternal deaths in 
Chicago during 1938, grouping them according 
to the various etiologic factors. The purpose of 
this paper is to discuss one of these groups: the 
deaths due to the late hemorrhages, including 
placenta praevia, abruptio placenta, rupture of 
the uterus, inversion and post partum hemor- 
rhage. 

Read at Joint Session of Sections on Pediatrics and Obstet- 


rics and Gynecology of Illinois State Medical Society, May 2, 
1939, Rockford. 
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There were 51,660 births reported in Chicayy 
during 1938. Late hemorrhage was the direct 
cause of maternal death in 35 cases, 0.068 per 
cent., or once in 1,476 labors. Thirty-two of 
these patients were delivered in hospitals; of the 
three cared for at home, one was attended by a 
midwife, and the other two were taken to the 
hospital after the complication developed, one of 
these patients dying on the way. Autopsies were 
done in eight of these cases. 


TABLE 1 
PERCENTAGE OF DISTRIBUTION, BY CAUSE 
Cause Cases Per Cent. 
PCN MEMOIR. Sox pcb ccorack tems RTE 7 20.0 
PUCUIEID GINGER © aio. 06 5 60: Ka 0:0 2 nb aR 6 17.1 
ee a es a a 5 14.3 
PRUVESMIONS OE. TIS MUOORG so. 9.0:6-4:4 ct eieiw sl ecene’ 2 5.7 
Post partum hemorrhage.................. 15 42.9 
35 100.0 


PLACENTA PRAEVIA 

Placenta praevia was the cause of death in 
seven patients, or 20.0 per cent. of the group un- 
der study. Of the total reported births, it oc- 
curred in 0.014 per cent., or once in every 7,380 
labors. Two the patients were primiparae, five 
were multiparae; their ages ranged from 23 to 
43, four being over 30 years of age. Only two 
patients had adequate prenatal care. Bleeding 
began in six cases at the 31st to the 37th week. 
The delivery was operative in each instance. Con- 
sultation was considered adequate in three cases. 
Two children were living, five were stillborn. 
Other treatment in addition to the delivery in- 
cluded transfusion, uterine packing, intravenous 
fluids, and oxytocics. In four cases death oc- 
curred within 414 hours after the delivery, the 
average elapsed time being 284 hours; in the 
other three cases, death came in three to six days, 
once each from paralytic ileus, toxemia, and 
postoperative pneumonia. All of the cases, on 
analysis, were considered preventable, two being 
charged against the patient, and five against the 
attendant. An illustrative case is cited : 

A white, married, 24-year old, gravida eight, para 
seven, was admitted to the hospital in her seventh 
month of gestation, because of severe bleeding. She 
was cold, clammy, and had a weak pulse of 96, which 
soon rose to 140. Fetal heart tones were not heard. 
Vaginal examination revealed 2 cms. dilatation, and 
placental tissue was felt at the external os. The vagina 
was packed, and the patient was given 15 cc. of blood 
intramuscularly. One and one-half hours later, the 
condition of the patient being more critical, she was 
again given 20 cc. of blood in the gluteal region, and 
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also 1,000 cc. of ten per cent. glucose by vein. Four 
hours after admission, because hemorrhage continued, 
another vaginal examination was made, and the cervix 
was still found to be only 2 cms. open. The mem- 
branes were artificially ruptured, and within nine min- 
utes, a manual dilatation of the cervix was done, and 
a two-pound six-ounce stillborn baby, presenting by 
the breech, was extracted. The uterus and vagina were 
packed, and the patient was given glucose intravenously, 
but death occurred 2% hours after the extraction. 
Autopsy showed an extensive tear of the cervix. 

Justifiable criticism is directed to: the use of 
a vaginal pack to control the bleeding in placenta 
praevia; the giving of 15 or 20 cc. of blood 
gluteally to replace blood loss, and to combat 
shock; the failure to call proper consultation ; 
the delay in adequate and active treatment; and 
the manual dilatation and rapid extraction 
through the highly vascular cervix. 

Table 2 gives the data relative to the placenta 
praevia deaths: 

ABRUPTIO PLACENTA 

Abruptio placenta was the cause of death in 
six patients, or 17.1 per cent. of the hemorrhage 
group, and 0,012 per cent. of the total reported 
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thiee of the women on the attendant. A typical 
case history follows: 

A white, married, 23-year old para two, in her 
thirty-seventh week of gestation, while in the act of 
straining, had sudden abdominal pain, and fainting. 
Four and one-half hours after admission to the hos- 
pital, she showed signs of internal hemorrhage; fetal 
heart tones could not be heard. Three hours later, a 
consultant diagnosed abruptio placenta, and advised 
expectant treatment. Transfusion was given the next 
day, and on four subsequent occasions. On the fourth 
day, the patient developed sepsis. Medical induction 
by means of castor oil and quinine was attempted. 
This being unsuccessful, she was given on the next 
day fractional doses of .pituitrin, getting in all 64 
minims. This also failed to bring on labor. Two days 
later—the seventh day since admission—a bag was 
inserted, and failing, another attempt at bag induction 
was made on the ninth day, again without results. The 
patient during this time continued her septic course, 
and on the tenth day lapsed into coma, and died un- 
delivered, eleven days after admission to the hospital. 
Permission was obtained to open only the abdomen: 
this revealed no rupture of the uterus. 

The criticism here is that expectancy in treat- 
ment under the prevailing conditions was not 


good judgment. 


TABLE 2 
DEATHS FROM PLACENTA PRAEVIA 


Adequate 
Para Age Bleeding beganat Operation consultation 
1 23 35 weeks Ces. Sect. —— 
hs 31 35 weeks Man, dil. version 


and extraction we 


3 28 33 weeks Man. dil. version 

and extraction None 
3 36 At term Manual rotation 

and midforc. + 
6 43 37 weeks Ces. Sect. a 
7 24 31 weeks Man. dil. version 

and extraction None 
9 42 31 weeks Braxton-Hicks 


version + 
*This patient also had toxemia. 


births, or once in every 8,610 labors. Three pa- 
tients were primiparae, one was a para two, one 
a para three, and one was a para four; their ages 
ranged from 22 to 37. Prenatal care was con- 
sidered adequate in two, and consultation ade- 
quate in three of the cases. Delivery was accom- 
plished by operative means in each of the group. 
Two children were living, three were stillborn, 
and one remained undelivered. One patient died 
five minutes after labor, three died within one 
hour, and one died in three hours,—the aver- 
age elapsed time being 114 hours; one patient 
died undelivered. The analysis as to prevent- 


ability placed the responsibility for the loss of 


Treatment Death 
Child Uterine Trans- Intravenous hours 
Wt. Condition pack fusion fluids after labor 
7-7 Living —_— oe + 6 days 
5-4 Still-born — bh -h 3% days 
4-12 Living +. + —_— 4% 
? Still-born ote — + % 
? Still-born — 4- of 5 days 
2-6 Still-born hE — + 2% 
? Still-born — + +- 3% 


RUPTURE OF THE UTERUS 

Rupture of the uterus was the cause of death 
in five patients, 14.3 per cent. of the group 
studied, and 0.009 per cent. of the total reported 
births, or once in every 10.332 labors. They 
were all multiparae, one of whom had had a pre- 
vious cesarean section, and another who had a 
previous septic abortion. The age of one pa- 
tient was 27, the others ranged from 30 to 37 
years of age. Prenatal care was considered ade- 
quate in three cases, and consultation adequate 
in four cases. The rupture occurred during the 
first stage in four instances, and at the time of 
delivery in one case, [Labor in all cases was ter- 
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minated by operative measures, and all of the 
babies were stillborn. Death occurred in three 
of the cases, 20 minutes, 10 hours, and 12 hours 
after the delivery, respectively, the average 
elapsed time being 714 hours. In one case, death 
came on the sixth day from paralytic ileus, and 
in another six weeks after labor, from sepsis. 
Four of the deaths were considered preventable, 
with the score against the attendant for faulty 
management, but in one of these, blame was also 
attached to the patient for lack of cooperation. 
In one instance, the husband, a drug clerk, gave 
the patient large doses of analgesics before en- 
trance to the hospital. The history of this case 
is cited: 

A white, married,. 27-year old gravida seven, para 


three, gave a history of a tubal pregnancy with opera- 
tion nine years ago, a cesarean section eight years ago, 


three induced abortions, and finally, five years ago, a 
labor, at term, with bag induction, Duhrssen’s in- 


cisions, and midforceps. During some ten hours before 
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allowing a long, hard labor in a patient who pre- 
viously had a cesarean section. Consultation and 
institution of proper treatment were too late. 


INVERSION OF THE UTERUS 


Inversion of ‘the uterus caused the death of 
two patients, 5.7 per cent. of the late hemor- 
rhage deaths. Both patients were primiparae, 
25 and 29 years old, respectively; one had ade- 
quate prenatal care and adequate consultation. 
The birth of the baby was natural in both cases, 
one labor being of 14 hours’ duration, and the 
other of 11 hours, and with a “Crede” expres- 
sion of the placenta. Both had post partum 
hemorrhage. The babies were living, and 
weighed eight pounds six ounces, and eight 
pounds 12 ounces, respectively. In one case no 
diagnosis was made, no adequate treatment in- 
stituted, and death occurred four hours after the 
delivery. This case is considered preventable. 


TABLE 3 
DEATHS FROM ABRUPTIO PLACENTA 
Adequate Child Treatment 
Para Age Operation consultation Wt. Condition Intravenous Death hours 
Transfusion fluids after labor 
1 22 Porro Ces. Sec. + ? Still-born — — 1 
25 Ces. Section + 7 Still-born a ote 1 
1? 30 Ces. Section + ? Still-born oo “} 5 minutes 
23 Bag—twice — Undelivered + — 
3 35 Manual dilatation, version 
and extraction _ 8-6 Living ae + 3 
Ces. Section None ? Living — — 1 


4 37 
*This patient also had toxemia, 


admission of the patient to the hospital, the husband 
had given her three capsules of nembutal, two of 
seconal, four grains of codein, ten grains of aspirin, 
and five grains of phenacetin. On admission, she had 
a pulse of 90, temperature of 98, blood pressure of 
120/70; there was 4 cms. dilatation of the cervix. 
The baby was in an ORA position, plus two station, 
and fetal heart tones were 160. Pains were strong, 
three minutes apart, and continued to be of this type. 
After 22 hours, the patient’s pulse was 140, respira- 
tion 40, temperature 101, and she had nausea and 
vomiting. She was given ten per cent. glucose by 


vein. After waiting nineteen hours more, labor then 


having lasted about 48 hours, a consultant was called. 
He noted a sick patient with abdominal distention, 


absence of fetal heart tones, diagnosed a possible rup- 
ture of the uterus with peritonitis, and recommended 
laparotomy. At the operation, the uterus was found 
to be ruptured, the macerated fetus was lying outside 
of the uterus, there were multiple adhesions of the 
small bowel, peritonitis and hemorrhage. A Porro 
cesarean section was done, with ligation of the ad- 
hesions. The patient remained in poor condition and 
died 12 hours after the operation, 

The physician is considered to be at fault for 


The other case received supportive treatment, 
blood transfusions, intravenous glucose, and was 


operated on for reposition 37 days after the acci- 
dent, but died from sepsis eight days later, six 


and one-half weeks after the delivery. 
Post PARTUM HEMORRHAGE 


Post partum hemorrhage was the cause of 
death in 15 patients, or 42.9 per cent. of the 
cases in this group. Of the total reported births, 
it formed 0.029 per cent. or once in every 3,444 
labors, a figure very close to those shown by other 
investigators." ? Only four of these women were 
primiparae ; of the remaining 11, seven had had 
from three to nine children, The ages varied 
from 24 to 44, nine women being 30 years of age 
or older. Prenatal care was considered adequate 
in only five cases. The delivery was natural in 
seven; of the eight operative cases four had no 
obstetric indication for intervention. 

Labor lasted from 214 hours to 14 hours in 
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ten cases; 164 hours, 331% hours, and 52144 
hours, respectively, in each of three cases, and in 
two instances, it was not recorded. Consultation 


was considered adequate in six cases, too late in 


seven, and in two cases consultation was not 
sought. Of the 16 babies born—there was one 


set of twins—12 lived; one was stillborn; one 
was macerated, one was delivered by craniotomy, 


and one died neonatally. The placenta was re- 


moved manually in three instances where bleed- 
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ten-minute pains, 6 cms. dilatation, plus one station, 


membranes intact, an OLA position, and fetal heart 
tones of 138. Within three hours one rectal and three 


vaginal examinations were made. On the last examina- 
tion dilatation was found to be complete, and the mem- 


branes were artificially ruptured. The pains were 
strong and five minutes apart, and labor was progress- 


ing satisfactorily. Three minims of pituitrin were 
given. A living, seven pounds and two ounce baby 


was born naturally four hours after admission. After 
a wait of 25 minutes, during which time there was an 


estimated loss of 250 cc. of blood, a manual removal 


TABLE 4 
DEATHS FROM RUPTURE OF THE UTERUS 
Treatment 
Adequate Hyst- Uter- Intra- Death 
Labor consul: Child erec- ine Trans- venous hours 
Para Age Hours Operation Indication tation We. Condition tomy pack fusion fluids after labor 
i 27 48 Porro Rupture a 4-12 Macerated _ _ 12 
3t 30-5 hr. Kristeller, forceps, Rupture 8-2 = Stillborn + + + #+ = 6 days 
2nd stage manual removal ‘ { 
of placenta | 
4 35 21 Low forceps Rupture 8-8 Stillborn aa + + + 6 wks. 


Version and 
extraction; forceps Transverse 
on head presentation 
Version and 
extraction; man- 
ual removal 
of placenta 
*Had a previous cesarean section. 
tHad a previous puerperal sepsis. 


6 37 80 


Impacted chin 
posterior 


ing occurred before completion of the third 
stage ; in one case it was removed without indica- 
tion, and in another it remained undelivered, 
Other procedures of treatment varied, including 
the use of oxytocics, uterine packing, blood 
transfusions and intravenous fluids. In only 
three cases were all of these measures carried 
out. 


In 12 eases, death occurred within seven hours 


after the delivery; in one instance, it was 144% 
kours, and in two cases, death came five days 


after the labor, once from secondary anemia, and 


once because of sepsis. Omitting these last 


two cases, the average elapsed time between the 
labor and death was 454 hours, 

A careful analysis as to the preventability of 
the fatal outcome shows that 11 of the 15 cases 
are to be classed as avoidable. In one instance 
the responsibility is placed on the patient, in one 
cn the midwife, and in the remaining nine on 
the doctor, because of errors of judgment, errors 
in technique, failure to institute proper treat- 
ment, or failure to seek early and adequate con- 
sultation. The following case is cited: 

A white, married, 35-year old gravida three, para 


two, was admitted to the hospital, at term, four hours 
after the natural onset of labor. She had seven- to 


Stillborn — — + + 10 


Stillborn — — + — 20 min. 


of the placenta was done, and the patient was given 


ergotrate and pituitrin. About three hours after the 


patient was brought to her room, the pads were found 


to be saturated, and she was given some whiskey, and 
her abdominal binder was tightened. By the end of 


another two hours, the bleeding was marked, the uterus 


was soft, and the fundus was three fingers’ breadth 
above the navel. The patient’s pulse was weak and 
rapid, her blood pressure was 74/30, she was clammy 
and in shock. Consultation was called, large clots 
were expressed, glucose solution was given by hypo- 
dermoclysis, and a_ transfusion wunsuccessfully at- 
tempted. Adrenalin and oxygen were given, but the 
patient died 14¥2 hours after the delivery, 

The suggestions that arise in relation to the 
better management of this case are: fewer vagi- 
nal examinations and omission of the use of 
pituitrin before the delivery—although these 
perhaps had no bearing on the outcome. The 
uncalled-for manual removal of the placenta, the 
use of whiskey and a tight binder to control an 
atonie uterus, the delay in consultation, the fail- 
ure to pack the uterus, and to resort earlier to 
blood transfusion, are all errors in management. 

Table five shows the data relative to the nat- 
ural labors, indicating the parity, age, hours of 
labor, consultation, condition of baby, treatment, 
and interval elapsing from time of delivery to 
the death of patient. Table six, dealing with the 
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operative cases, gives similar data, and in addi- 
tion shows the indication for and type of opera- 
tive intervention. 
SUMMARY 

1. Death from late obstetric hemorrhage was 
more common in multiparae, occurring in 24 of 
the 35 cases. 

2. It was more common in women past 30 
years of age: twenty were in this group. 

3. Only 13 of these mothers had adequate 
prenatal care. 
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22 placed upon the physician, because of failure 
to make the correct diagnosis, failure to seek 
early and adequate consultation, errors of judg- 
ment in treatment, or errors in technique. This 
ratio corresponds closely with that shown by the 
study of maternal deaths in New York City,* and 
by the investigation in Philadelphia.* 
CONCLUSION 

Proper supervision of the expectant mother 
prenatally, and more particularly, adequate and 
alert management during labor, with early and 


TABLE 5 
DEATHS FROM POST PARTUM HEMORRHAGE IN NATURAL LABORS 
Child Treatment Intra- Death hours 
Hrs. of Adequate Man. rem. Uterine Trans- Oxyto- venous after labor 
Para Age labor consultation Wt. Condition of placenta pack fusion cics Fluids 
1 29 ? None ? Living — a 4 aa 5 6 
2 25 834 — 5-14 Living \- _ — “f aL 5% 
2 35 8% =< 7-2 Living 4 == + + 144% 
5 24 7% + ? Macerated _— 4 + + + 7 
5 35 5% -= 9-8 Living —_ + — + + 33% 
8 34 2% + 8-4 Living } . + + — ‘5 days 
9 44 ? as ? Living — _— - — 1 
TABLE 6 
DEATHS FROM POST PARTUM HEMORRHAGE AFTER OPERATIVE DELIVERIES 
Treatment Death 
Adequate Uter- Intra- hours 
Labor consul- Child ine Trans- Oxyto- venous after 
Para Age Hrs. Operation Indication tation Wt. Condition pack fusion cics fluids labor 
1 24 33% Low forc. 2 hour + 7-1 Living — = + aon 1% 
2nd stage 
1 27 9 Midfore. None — 7-9 Living — + + _— 4 
1 30 52% Midforc. then Hydro- Dead ot — +- isin ¥y, 
Craniotomy cephalus “+ 6-14 
2 27 10% Low forc. None +b 6-12 Living {- + -f- 3 
2 35 6 Low fore. None + 8-13 Living — + + + 4 
3 35 14 1) Mid-forceps Maternal — ? Died + —_ -+- + 4% 
2) Version and fatigue ? Living 
Extraction 
3 36 10 Low forc. None —_— ? Living -—— — ++ ++ 7 
5 30 16% Duhrssens; Vers. Tranverse Stillbirth 4 oo -- a 5 days 
and Extraction ; presentation — 8-2 


forceps on head; 
man. rem. placenta 


4, Consultation was considered adequate in 
17 of the 35 cases. 

5. The mortality for the child in this ob- 
stetric complication was 50 per cent. 

6. In 26 women death occurred within an 
average elapsed time of four hours after the de- 
livery of the baby. In the other nine cases, 
where death was delayed from three days to six 
weeks, the final cause of the fatal outcome was 
sepsis in four instances, paralytic ileus in two, 
and secondary anemia, toxemia, and postopera- 
tive pneumonia, in each of three cases respec- 
tively. 

%. Twenty-six of these deaths were scored 
as being preventable, with the responsibility for 


adequate consultation, and with prompt treat- 
ment against blood loss by uterine packing, 
blood transfusion, intravenous fluids, and oxy- 
tocics, should materially reduce the maternal 
mortality due to obstetric hemorrhages. 
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310 8. Michigan Avenue. 


Dr. Otto H. Crist, Danville: A paper like this 
should not go by undiscussed. One thing stands out 
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to me more than anything else and that is that it is 
the doctor’s fault in the majority of cases. We preach 
prenatal care to the patient but in the majority of 
these cases adequate prenatal care was not given. In 
nearly all of them the fault was with the doctor. It 
seems to me time that we were centering our efforts on 
treatment these women are given by the profession. 

Dr. Charles C. Rentfro, Chicago: Dr. Newberger’s 
paper is the result of taking the work of a city and 
finding out what work is being done in that city. You 
know where there are a lot of men working inde- 
pendently it is hard to get the result of their work 
and it took a great deal of work on the part of various 
organizations to get together the details that he has 
presented today. Having served on the Maternal Wel- 
fare Committee since 1934, there have been many ques- 
tions answered for me and one of the most important 
I can think of in connection with this is a co- 
ordination of all the work of the city so that it is avail- 
able for us as a matter of information. We go along 
and see a number of lives lost but we do not realize 
the amount of lives lost until it is brought under 
one heading, as Dr. Newberger brought here today. 
Belonging to a staff of men who are in a_ hospital 
not for profit, dealing with private patients, it has 
been brought to my mind that the only way to con- 
trol the work of these men is by having an organization 
in that institution that will look after the obstetrics 
that comes to it. We have staff meetings and talks 
on every case that has been lost so that these men 
can analyze the work that has been done. One of the 
worst cases Dr. Newberger mentioned happened in 
our hospital by an occasional visitor, and a day had 
gone by before he sought consultation. The men 
have to be brought under control and made to feel like 
getting consultations while there is yet time to help 
the patient. They must be made to feel as part of 
the staff. 

I enjoyed Dr. Newberger’s paper very much. I 
have gone over these deaths many times and I think 
they should be brought to us so that we may realize 
that we are responsible for most of the losses. 

Dr. Gerald Cline, Bloomington: Of interest to me 
personally was the small number of transfusions given. 
In our community where we do not have a list of 
donors or a blood bank upon which we can rely at 
all times, I admit that transfusion is a more difficult 
procedure than in some of the large hospitals. In 
the last ten or fifteen years there have been more 
younger men equipped to do this work, but even so not 
enough transfusions are given. 

Dr. E. N. Nash, Galesburg: I have been very much 
interested in this paper. I have just one question that 
I want to ask and that is relative to the management 
of abruptio placenta. The doctor is criticized for in- 
adequate treatment and then in reading the literature 
we find two different schools of thought about the man- 
agement of these cases. Some believe that we find a 
much lower mortality in cases allowed to deliver 
spontaneously. Certainly some of the cases Dr. New- 
berger presented could have been prevented by earlier 
operation by cesarean section. I would like to hear his 
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opinion as to the management of abruptio placenta. 

Dr. Henry E. Irish, Chicago: I would like to say 
that this is one of the most constructive efforts I have 
ever heard offered in a section of the Illinois State 
Medical ‘Society. I believe this type of keen analysis, 
pointing exactly to the thing that would and will im- 
prove the situation of a patient bleeding to death is 
definitely worth while. The regrettable fact about 
papers of this type is that the men who need them 
most are the men who do not come to the medical 
society meetings and these same men do not read 
the medical magazines. When and where the diffusion 
of this sort of information will stop nobody can know 
but the man who needs it the most will probably be 
least benefited. I repeat that this is one of the most 
constructive efforts I have heard offered. 

Dr. Charles Newberger, Chicago: The first ques- 
tion about abruptio takes us too far afield for discus- 
sion. The treatment varies a good deal with the 
extent of premature separation, the condition of the 
patient and of the baby, the advancement of the period 
of gestation and, if the patient is in labor, the degree 
of dilatation and the station of the head. 

Dr. Barrett’s comments bring forth this particular 
thought, that the most difficult part of this study was 
to allocate the responsibility. This task was under- 
taken by a group of specialists in obstetrics and teach- 
ers of obstetrics. We discussed the facts of the case 
thoroughly before we decided that death was prevent- 
able. 

The high score of 62.8 per cent. against the physician 
in this analysis corresponds closely with the preventable 
61.1 per cent. charged to the medical group in the 
study of maternal deaths in New York City and the 
56.5 per cent. scored against the doctor in a similar 
investigation in Philadelphia. 





UNDULANT FEVER: ITS SOURCES, 
MODES OF INFECTION AND 
PROPHYLAXIS 


Joun F. Suronts, M.D., M.S.P.H. 
WOODSTOCK, ILL. 

Medical Health Officer, Illinois Department of Public Health 

Brucellosis, the name given to an infectious 
disease observed in man, goats, cattle, and other 
‘lomesticated and wild animals, is derived from 
the term Brucella, applying to a group of bac- 
teria. The disease was first observed and studied 
in man and goats of Mediterranean countries, 
more particularly of the Island of Malta. The 
League of Nations Health Organization adopted 
the name undulant fever for its official list of 
diseases when the Maltese objected to the unfav- 
orable advertising that results from the name 
Malta Fever. Another designation, Mediterran- 


Read before Section on Public Health and Hygiene, Illinois 
State Medical Society, May 2, 1939, Rockford. 
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ean fever, is objectionable because brucellosis is 
world-wide in distribution and occurrence. 
There are at least three species of Brucella or- 
ganisms, with a primary host for each: Brucella 
abortus of the cow, Brucella melitensis of the 
goat, and Brucella suis of the pig. Each of these 
species may infect various other animals and 
there may be two species present in a single host. 
Usually, however, each is found most frequently 
in its own primary host and is usually, but not 
invariably, the etiological factor in the peculiar 
brucellosis of that species. Bang’s disease, or 
bovine infectious abortion are the names given 
to that form of brucellosis commonly found in 
cattle. Traum’s disease is that form commonly 
found in swine infected with Brucella suis. Bru- 
cella melitensis of goats is common only in those 
regions where the milk goat is the main source 
of milk and its products. The species peculiar to 
goats is of minor importance in Illinois, except 
in those few instances where it has become the 
infecting agent for cattle or swine, and has been, 
in turn transmitted to man. Man has been found 
to be susceptible to all three species. In its 
clinical manifestations, as the disease affects 
man, there are no noteworthy differences to be 
observed in the infections resulting from the 
goat, cow or hog type of brucellosis. It has been 
observed, however, that man is more susceptible 
to brucellosis of goats and swine than to brucel- 
losis of cattle. Some observers contend that 
brucellosis of goats and swine, as well as being 
more infectious for man, produces a more severe 
type of undulant fever than does the brucellosis 
of cattle. The case fatality rate for undulant 
fever is relatively low (about two per 100 cases) 
but it has been suggested that fatalities occur 
more often among persons infected with the 
swine disease than the cattle disease. Brucellosis 
in cattle is seen as a chronic inflammation of the 
reproductive organs and the udder of the cow. 
The organisms are particularly numerous at the 
time of parturition in the fetal and maternal 
placenta and in the aborted fetus. The belief that 
Brucella disease in swine and cattle is always an 
abortion disease is not so. Judging by the loca- 
tion of the organisms in the tissue of the na- 
turally infected hog, the nature of the disease 
is a splenic lymphadenitis, and abortion in swine 
is only a sporadic occurrence. Among infected 
cattle, abortion can and does frequently occur, 
but certainly not always. Sterility sometimes 
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occurs, but neither of these signs may be present 
while a dairy herd may be heavily infected with 
Bang’s disease. 

It appears that it is very difficult to infect 
hogs with the Brucella organisms of cows or 
goats, but it is the Brucella organisms of swine 
that may naturally infect horses, poultry, dogs 
and cows. And, as stated above, it is to the 
swine organism that man has a relatively low 
resistance. It becomes apparent that further in- 
vestigations should be undertaken to determine 
the extent and dangers of swine brucellosis as 
it infects man. 

The usual reservoirs of infection—cattle, goats 
and swine—are generally recognized. That sheep, 
horses, mules, dogs, rabbits and poultry can be 
infected has been demonstrated, but there is no 
convincing evidence to show that these unusual 
hosts are dangerous reservoirs of infections. The 
important point is that there may be other pos- 
sible dangerous reservoirs of the disease that 
have not been disclosed. 

Recently the importance of human carriers has 
been pointed out. Carriers may be defined as 
persons from whom the organism can be cultured 
from the blood, urine, stools or spinal fluid. 
These individuals may or may not exhibit clin- 
ical signs of the disease. They constitute a rel- 
atively unimportant source of infection, as noted 
in a series of 845 persons who were positive to 
the intradermal brucellergin test. Of the 845 
blood cultures made, only four were positive. In 
the same series 370 urine cultures were made 
and only two positives were obtained. There 
are few authentic cases recorded where the in- 
fection can be said with certainty to have been 
communicated from one person to another by 
direct contact. The disease is, however, a bac- 
teremia and the fact that the organisms can be 
recovered occasionally from the urine and feces 
should suggest the adoption of the usual pre- 
cautions for communicable disease control. 

A not uncommon mode of infection is seen 
among laboratory workers who contract the dis- 
ease by direct contact with contaminated ma- 
terial where, for example, blood from an in- 
fected person or animal may be splashed into 
the eye or carried by the finger to the conjunc- 
tiva. Infections of this nature are common 
enough to suppose that Brucella organisms are 
more invasive for man in vitro than in vivo. 

The recognition and reporting of undulant 
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fever has followed a strong upward trend in 
Illinois during recent years. For the entire 
United States in 1924 the total number of cases 
reported was 24. For Illinois 107 cases were 
reported in 1937 and 212 in 1938. This upward 
trend has continued at an accelerated rate to 
date in 1939, so that there are, on an average, 
four cases reported every week in Illinois. 

There is some evidence that the case rate of 
the disease is actually increasing, although this 
increase is more apparent than real. A con- 
sideration of the usual source of undulant fever 
—brucellosis in live stock—shows that it has 
been widespread and of great economic im- 
portance for many years. As early as 1917 sev- 
eral State agricultural experimental stations 
were estimating annual losses at $20,000,000 in 
the United States from Bang’s disease. In 1930 
the estimated loss was $50,000,000. 

That the disease has been present among in- 
habitants of the United States for many decades 
there can be little doubt. Reports of so-called 
“typho-malarial” fever immediately after the 
Civil War are interpreted by some as being un- 
dulant fever. It is now supposed by some writ- 
ers to have been a disease of antiquity. Ever 
since the time of Hippocrates a low type of fever 
characterized by reguiar remissions or intermis- 
sions has been recognized along the Mediter- 
ranean. 

The seasonal incidence with an increase in the 
number of cases reported in the summer months 
has attracted attention to the possibility of trans- 
mission through an insect bite. Experimentally 
it is possible to infect monkeys as a result of 
mosquito bites, but these are probably instances 
of mechanical transference of the infection cor- 
responding to a laboratory inoculation with fresh 
virulent material from a hypodermic syringe. 
The British Government investigators at Malta 
found Brucella organisms only four times from 
a total of 896 mosquitoes studied. The explana- 
tion for the greater number of cases reported 
during the warmer months may be the fact that 
among cattle raisers, breeding is so timed that 
calving occurs in the spring and to a less extent 
in the fall. With the animals becoming more 
infectious at the time of parturition and after, 
there is a greater danger of contact infection 
for both humans and other animals. Another 
explanation may be that the organisms find a 
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better cultural medium in the warmer raw milk 
of the summer, 

It is now conceded by practically all investi- 
gators that the disease is transmitted to man 
from the primary hosts—goats, cows or hogs— 
by one of the following modes: 

1, Through the ingestion of raw, contam- 
inated milk, or one of its products. 

2. Through the handling of discharges or the 
aborted fetus and its membranes of infected 
animals. 

3. Through the ingestion of uncooked meats 
of infected animals, particularly uncooked liver 
and sausages. 

4, Through contact with human carriers. 

Attempts have been made on the part of dairy 
owners and advocates of unpasteurized milk to 
minimize the dangers of raw milk and its prod- 
ucts. Nevertheless, this remains as one of the 
important sources of infection, if not the most 
important. Some conclusions may be drawn re- 
garding the extent and incidence of the disease 
as well as the relative importance of the various 
sources of infection, from statistical studies. It 
has been shown frequently that the epidemiology 
of undulant fever varies from place to place, 
apparently exhibiting geographic differences. A 
statistical study was undertaken of cases reported 
in Illinois in the hope of revealing some epi- 
demiological factors peculiar to the disease in 
our state. It should be noted that the apparent 
geographic differences are probably dependent 
upon the extent and kind of brucellosis prevalent 
among the live stock, whether cattle or swine, 
the extent to which milk pasteurization has been 
adopted and the occupations and relative im- 
munity of persons exposed. Further, it should 
be noted that the prevalence of undulant fever 
is determined by the number of cases actually 
reported, and that case finding by this method 
is dependent upon the diagostic acumen of prac- 
ticing physicians. 

Referring to the 252 cases reported in down- 
state Illinois for 1937 and 1938 we note that 
64% were in males and 36% in females. This 
preponderance of male cases is characteristic of 
the disease and has been observed in practically 
all studies. A study made by the United States 
Public Health Service of 484 cases in 15 states 
in 1930 showed a ratio of three males to one 
female. In this report it was stated that 198 
patients or 45% had no contact with live stock 
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or animal carcasses, and were, therefore, de- 
clared to be milk borne infections. In this group 
there were about equal numbers of male and 
female cases. By analogy, we may suppose that 
a similar condition exists in our own state; sus- 
ceptibility is more nearly equal for both sexes 
if we eliminate the large male group that is ex- 
posed through occupation. 

The handling of carcasses of infected animals 
and other occupations associated with the meat 
packing industry are supposed to constitute im- 
portant and dangerous sources of infection. Yet 
the number of cases reported from Cook County 
and Chicago, with its large stockyards and meat 
packing centers, is not high. Only 16 cases 
or 7% of the total of 1938 were reported from 
Cook County. 

The cases for Illinois show that 64% or two- 
thirds of the total fall within the ages of 20 to 
50, yet only one-third of the general population 
falls within those ages. Nine or 3.6% were in 
persons less than ten years old. The youngest 
reported was two years old, and the oldest was 70. 

Twenty per cent. were persons residing in 
towns of over 5,000 population, 40% in towns 
less than 2,500, and 40% were persons reported 
as rural inhabitants. In the United States Pub- 
lic Health Service series 66% were residents 
of towns of 5,000 or more and only 33% were 
rural or village inhabitants. This indicates that 
the incidence of the disease is much greater for 
the rural inhabitants of this state than case 
studies in other parts of the country would lead 
us to suspect. A contributing factor is, un- 
doubtedly, the extent of pasteurization. 

State Health Department workers made 296 
epidemiological investigations of cases of undu- 
lant fever in 1937 and in the first ten months 
of 1938. As far as could be determined, and in 
the best opinion of the investigators, only 117 
cases or 40% had had animal contacts that could 
be interpreted as a probable source of infection. 
The remaining 179 cases or 60% had had no 
animal contact and can be interpreted as due 
only to the ingestion of contaminated milk or 
meat, or due to contact with human carriers. 
There were only four cases where both the pos- 
sibilities of animal contact and contaminated 
milk ingestion could be ruled out—cases that 
may be due to contact with human carriers. Of 
the 40% having animal contact, only 20 or 6% 
were not exposed to the possibility of infection 
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from contaminated milk. Any interpretation 
that is made of these figures leads to only one 
conclusion—that animal contact is not the ma- 
jor source of infection. In fact, only 40% of 
the cases can be explained on that basis. The 
other 60% are, in the light of our knowledge 
of undulant fever, either milk or food borne 
infections. This conclusion has been reached 
by numerous other investigators. Drs. W. R. 
and E. T. Roberts of Cissna Park, Illinois, re- 
ported a study of 78 cases of undulant fever that 
they had diagnosed and treated. Their article 
was published in the ILLINoIs MepiIcaL Socrery 
JouRNAL of March, 1939. In a communication 
from Dr. KE. 'T. Roberts he informed me that in 
their opinion it was the consumption of raw 
dairy products that usually introduced the in- 
fection. Dr. Paul Brooks, State Commissioner 
of Health, reported on 255 cases of undulant 
fever that occurred in New York State and con- 
cluded that nearly all of the infections were due 
to the use of raw milk from herds infected with 
Bang’s disease. 

In the United States Public Health Service 
report referred to previously, in which the ma- 
jority of cases investigated had occurred in Iowa, 
there were found to be 45% of cases that had 
had no animal contact, and it was concluded 
that the most probable source of infection was 
raw milk, Another 45% of the cases were found 
to have had contact with live animals, and in- 
cluded farmers, veterinarians and live stock 
dealers. The remaining 10% consisted of pack- 
ing house employees and butchers. In every in- 
stance the association was with pork or pork 
products, an observation that is worthy of note. 

Case studies usually show but one case in a 
household. Generally speaking, cases of undu 
lant fever are so scattered that it is unusual to 
lind a group of cases associated with a common 
milk supply. Outbreaks have been reported, 
however, and the available evidence indicates that 
the infections are of the swine variety that have 
been contracted by dairy cows and transmitted 
through raw milk. 

An analysis of the 252 cases reported in IIli- 
nois during 193% and 1938 by geographic dis- 
tribution shows 67% of the 102 counties con- 
tributing one or more cases. It is interesting 
to note that 23 of the non-reporting counties 
are in the southern one-third of the state. A 
division of the state into three areas shows the 
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case rate for the north one-third (except Chi- 
cago) to be 3.4 cases per 100,000 per year. The 
rate for the central one-third is 4.6 and that 
of the southern one-third 1.2. The three down- 
state counties contributing ten of more cases 
are: Woodford with 28, Montgomery with 1% 
and Iroquois with ten cases. Judging from these 
figures, it is the middle one-third of the state 
where undulant fever is most prevalent. 

The State Department of Agriculture has been 
cooperating with the Federal Bureau of Animal 
Industry on a Bang’s disease control program 
for Illinois. Since 1934, agglutination tests have 
been made on the blood of more than 448,000 
cattle. Although positive reactors have averaged 
ubout 20% on initial tests, it is now estimated 
that 9% of the cattle in Illinois are infected 
with Bang’s disease. Figures for 1938 on 
Bang’s disease testing supplied by the Depart- 
ment of Agriculture on the three counties of 
the state where undulant fever is most preva- 
lent do not show an excessive number of in- 
fected cattle. For Woodford County the per 
cent. is 9.7, for Montgomery 8.8 and for Iro- 
quois 9.1, Apparently these figures do not dem- 
onstrate a correlation between the extent of 
undulant fever and Bang’s disease in these com- 
munities. Other factors that must be consid- 
ered in this relationship involve the extent to 
which pasteurization of milk has been adopted, 
and the prevalence of brucellosis among swine. 
It should be noted, however, that the agglutina- 
tion test used in this testing program will show 
the presence of swine brucellosis in cattle when 
it is present, although no differentiation is made 
from brucellosis of cattle. We should realize, 
too, that when a physician becomes alert to the 
possibility of undulant fever in a community, he 
is apt to diagnose cases that he might otherwise 
miss. If all other factors are equal there is one 
explanation that may be offered to explain these 
foci of the disease: that we are dealing here 
with the more virulent and invasive organism 
of swine brucellosis which has invaded the dairy 
cows. Accurate figures on the extent of brucel- 
losis among swine in this state are not avail- 
able, although it has been estimated to be as 
high as 20%. Agglutination tests at a Chicago 
slaughter house revealed 5.6% positive reactors 
among 1,000 hogs tested. During 1935 there 
was no conclusive evidence to indicate a high 
prevalence of brucellosis among swine in these 


JOHN F. SHRONTS 


377 


three counties, with the exception of Montgomery 
County. 

Wide discrepancies between the prevalence of 
undulant fever and Bang’s disease have been 
shown recently in a country wide study, using 
State Health Department reports as a basis. The 
investigators, Gershenfeld and Butts, suggested 
that the extent of pasteurization of milk might 
be part of the explanation, but the possibility 
of swine brucellosis as a contributing factor was 
not mentioned. 

Accurate figures on the per cent. of pasteurized 
milk consumed within a community are not 
available, although some estimates have been 
made by personnel of the Division of Sanitary 
Kngineering of the State Health Department. 
In Woodford County, where the largest number 
of cases of undulant fever have been reported 
for the period under consideration, the amount 
of pasteurized milk available was strikingly low. 
Having only one plant to produce pasteurized 
milk in 1938, it is estimated that 2% or less 
of the milk consumed within the county was 
pasteurized. Conditions in Montgomery County 
were better where there were three pasteuriza- 
tion plants and an estimated 14% of the milk 
consumed was pasteurized. In Iroquois County 
there was only one pasteurizing plant and an 
estimated 7% of the total milk consumed was 
pasteurized. For the entire downstate area, the 
average number of pasteurizing plants is about 
4% per county, so the three counties referred to 
fall appreciably below the average for per cent. 
of pasteurized milk consumed. At best these fig- 
ures are only approximations and the evidence 
is only suggestive. 

A small group of writers have attempted to 
show that undulant fever is contracted by means 
other than the drinking of raw milk because only 
3% or 4% of the cases are seen among those 
who are the largest consumers of milk—children 
less than ten years of age. Other arguments that 
are advanced to show that animal contact is a 
greater hazard than raw milk ingestion point 
to the fact that the male sex is attacked twice 
as frequently as the female, and that the age 
curve in undulant fever shows the disease to 
prevail most commonly between the ages of 20 
and 44 years. These variations in age and sex 
incidence can be more readily explained on the 
basis of immunity, rather than on the assumed 
basis of exposure and sources of infection. Ac- 
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cording to Topley’s “Immunity and Bacteriol- 
ogy” the brucellosis infection of humans resem- 
bles in many respects that of tuberculosis. The 
organisms of both these diseases have a high 
degree of infectivity, enabling them to establish 
themselves in tissues, at least temporarily. 
Neither has a high pathogenicity, so that in the 
majority of persons the infection is a latent one, 
or it retrogresses. Latent infections in all prob- 
ability confer a latent immunity, else the disease 
would be more prevalent among veterinarians. 
There is also evidence indicating that persons 
exposed to a heavy infection for the first time, 
or after a long interval of freedom from ex- 
posure, are more likely to develop the disease 
than those who are exposed to mild infections 
more or less continuously. 

Careful studies have shown that latent infec- 
tions are as common in females as in males, 
although the clinical disease is diagnosed more 
often in males. One explanation for this ob- 
servation lies in the greater and continued con- 
sumption of milk among females, thus confer- 
ring immunity. 

The similarity of brucellosis to tuberculosis 
is seen also in the interpretation of the diag- 
nostic skin test, to determine the presence of 
an allergic state resulting from infection. This 
test using killed Brucella organisms or the 
nucleoprotein, has about the same significance as 
the tuberculin test, showing the presence of either 
a latent or active infection. In itself, the test 
is not diagnostic and its interpretation must be 
governed by the clinical findings, or other lab- 
oratory findings. The brucella opsonic test can 
be used to interpret the positive skin test indi- 
cating sensitization—whether it is an active in- 
fection or infection with questionable or com- 
plete immunity. 

The agglutination test for the human disease 
is not highly accurate and may be negative in 
the presence of acute infection in as many as 
20% or 30%. It does not become positive until 
two or three weeks have elapsed after the onset 
of the disease, and may be negative in a large 
percentage of chronic cases. It is not a specific 
test, and a positive reaction indicates merely 
the presence of one of the three types of bru- 
cellosis. 

The agglutination test as applied to animals, 
using blood, has attained a high degree of ac- 


curacy and compares favorably with the tuber- 
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culin test for determining the presence of tuber- 
culosis among cattle. The agglutination test 
using serum removed from the milk of cows is 
not more than 50% accurate as compared to the 
blood test, according to the State Department 
of Agriculture. The differentiation of the three 
species of Brucella organisms and disease types 
is made by observing the different cultural char- 
acteristics of the growing organisms. 

CONCLUSIONS, AS INDICATING PROPHYLACTIC 


MEASURES 


The control program conducted by the State 
Department of Agriculture in testing, segregat- 
ing and disposing of infected animals is a highly 
commendable project that should be vigorously 
pursued. ‘That this applies particularly to our 
state is seen in the figures of the entire United 
States with an average of 4% of the cattle pos- 
itive for Bang’s disease. In Illinois 9% of the 
cattle are positive reactors. Observation has 
shown that when the number of cattle infected 
with Bang’s disease can be reduced to 1% or 
less, the danger of spread to humans is practi- 
cally nil. That the prevalence of Bang’s disease 
can be reduced to 1% is entirely possible, as 
shown by intensive campaigns conducted else- 
where and in the results of the bovine tubercu- 
losis control program with the number of pos- 
itives less than 0.1% in our own state. 

The danger of the introduction of the infec- 
tion into a dairy herd may be present when an 
abortion-free herd is surrounded by infected 
herds, because drainage water has been shown 
to be a factor in the spreading of infections. 
In this situation, experience has shown that it 
is necessary to conduct agglutination tests as 
frequently as every 30 days to prevent the pos- 
sibility of catastrophe in non-infected herds. 

Unless swine are shown by agglutination tests 
to be free of brucellosis it is logical to suppose 
that they should be isolated from non-infected 
dairy herds. Evidence is accumulating to indi- 
cate that swine brucellosis is a source of the 
human disease that must be reckoned with 
whether its spread is directly to man or indi- 
rectly through dairy cows as intermediate hosts. 
The presence of the swine infection in man can 
be determined frequently by differential cultural 
methods if blood is taken during pyrexial periods 
and if careful techniques are carried out, ac- 
cording to Huddleson. Upon the relative num- 
ber of cases of swine infection would depend 
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the advisability of extending the government’s 
Bang’s disease control program to include Bru- 
cellosis of swine. Until such time as eradica- 
tion of the disease at its source is accomplished 
we must depend in part upon measures to pre- 
vent its spread. It is not necessary in this paper 
to again refer to the need for universal adoption 
of pasteurization. Numerous investigators have 
shown repeatedly that pasteurization is entirely 
effective in destroying the Brucella organisms. 
The fact that organisms may be harboxed in 
cheese, cream or butter produced from raw milk 
is another argument in favor of pasteurization. 
When the milk used on a farm is obtained from 
infected cows or in the presence of suspected 
swine brucellosis, there is ample reason to advo- 
cate the boiling of milk. It appears that the 
danger is greatest at the time of parturition in 
the herd for the spread of milk-borne infections, 
as well as for dairy husbandrymen who are liable 
to exposure from direct contact. For the pro- 
tection of the latter group, as well as slaughter 
house workers, there is need for education to 
the dangers of handling infected animals or tis- 
sues, particularly when wounds are present on 
the hands or arms. Some writers have argued 
that the use of rubber gloves or some other pro- 
tection when abrasions or open wounds are pres- 
ent would prevent many cases of undulant fever 
among abattoir workers. The immediate disin- 
fection of wounds, inflicted while working with 
possibly infected animals or tissues, appears to 
be a wise precaution. Since it has been shown 
that undulant fever may develop from a con- 
taminated discharge or other infectious mate- 
rial that splashes into the eyes, such measures 
as the wearing of gloves, etc., may be futile. 
Two French workers, Dubois and Sollier, have 
been working with a vaccine to protect those 
persons who are constantly exposed by the nature 
of their occupation. The immunity appears to 
last no longer than six months to two years, and 
the vaccination is recommended principally for 
those who are exposed to the Brucella infection 
of goats. 

The danger of eating uncooked meats of in- 
fected animals appears to be greatest in pork. 
Huddleson has particularly emphasized uncooked 
liver and sausage. 

Isolation of undulant fever patients and the 
careful disinfection of discharges, wound exu- 
dates and all fomites should be practiced. Rose- 
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nau believes that the same precautions should 
be followed as in typhoid fever. 

Laboratory infection of man should be com- 
bated by the adoption of a different attitude 
toward Brucellosis and a better technique in the 
manipulation of cultures and infective mate- 
cate the boiling of milk. It appears that the 
rials. Since the organism is not a spore producer 
and since it has no special protective properties, 
its resistance to disinfectants is comparable to 
that of the typhoid bacillus. 


DISCUSSION 

Dr. W. B. Oliver, Caledonia: Soon after I started 
practice three years ago, I saw my first case of un- 
dulant fever. That got me interested and I tried 
to find out all I could about the disease. One of the 
possibilities of mode of infection was the number 
of infected cattle in the district. So I began an inves- 
tigation on all the farms when I called. I asked the 
farmers if they had abortion among their cattle and 
got positive answers nine times out of ten. I took 
this to mean a high incidence of Bang’s disease among 
the cattle. 

I watched for undulant fever very carefully, and 
it took me over a year to find another case. 

I found three cases of undulant fever this winter. 
The first one was a young man aged 30, also the sec- 
ond; the third was an old lady of 84. I thought of 
the possibility of how the infection entered the body 
and checked back on these people. The first man 
had a peptic ulcer, and the second had an abrasion 
on his finger two weeks before he got the disease. 
It occurred to me, in talking with Dr. Shronts, of 
the possibility of peptic ulcer making a person more 
susceptible. The old lady had a direct mode of entry 
in a chronic stomatitis starting about six months 
before she had the disease. All the cases were traced 
directly to the herds of cattle, and were in large 
family groups where the people were drinking the same 
milk and none of the others became infected. 

Possibly the direct mode of entry might apply to 
the three above-mentioned cases, but today in con- 
sultation I saw another case of undulant fever in a 
young woman who had never touched other than pas- 
teurized milk, eats no other dairy products and lives 
in the city. So, I do not know the answer. 

Dr R. E. Logan, Galena: In Joe Daviess County 
there have been four cases in the last four years, and 
one of them is dead from this disease. I have been 
looking for one of these cases for a long time. In 
February of this year during the flu epidemic we had 
a lot of people who became ill. In the case in my 
practice the man had the flu but did not go to bed. 
After he had been up and around for several days he 
went to bed and stayed two days, then got up and 
went to work. Three weeks later I saw him again. 
He had been down the river fishing and got very 
wet. He came back with an acute severe cold. Fever 
developed. It did not act like the usual fever of the 
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so-called flu, except he had a terrific backache and 
also had a severe headache, but the backache was very 
marked. He also had bronchitis, and the symptoms 
resembled an upper respiratory condition, After think- 
ing the thing over about ten days, I decided that we 
probably had a case of undulant fever, An agglutina- 
tion test was done. The reaction was 1-460. This 
man was given a blood transfusion in November, To 
remedy the situation of his weakness he began drink- 
ing milk, It was non-pasteurized milk from a herd 
tested two years ago, from which all Bang’s disease 
had been eradicated. The man bought some cows from 
another farm, where the cattle had been tested and 
did not have any reactors. One year later the second 
farm’s cattle were all cleaned out because of Bang’s 
disease, and the man our patient was buying the milk 
from, which was not pasteurized, has had no trouble 
with the cattle since or any calf trouble. But the 
milk was not pasteurized. 

The question is, How can you tell what cattle do 
have the disease and how will you get rid of it if you 
do find it? The next thing is, Why did this man 
with a family of five, all of the children of whom had 
been drinking the milk steadily from the same herd 
for a long time, get it when no one else in the family 
got it? 

The next thing Dr. Shronts said was that there 


are carriers, and it may be spread by carriers. I 
looked up undulant fever since I had my episode with 


this disease and I found this significant query in the 
Journal of the American Medical Association: “May 
this disease be spread by carriers?” The Journal an- 
swered, “We have searched the literature extensively 
and we find nothing to support the fact that it may 
be carried from one to another.” I want to know 
if he finds authority for the fact that there is a carrier. 
that is carried from one patient to another. 


Of course, the question of pasteurization of milk 
is one, in my opinion, that has to be met universally. 


In my case the man had eaten no raw meat of any 
kind and he drank practically no milk until he was 
given a blood transfusion. He handled no raw meat. 
He works in a foundry all the titme. An apparently 
non-infected milk is without question the source of my 
patient’s disease. 

Dr. A. J. Levy, Chicago: During the winter I had 
two peculiar cases of undulant fever. They were 
unusual because the symptoms manifested by the pa- 
tients were those of an upper respiratory infection, 
but the diagnosis of positive undulant fever was made 
only by laboratory test. The test was positive in 
dilutions of 1:640 to Brucella abortus. One case was 
that of a farmer’s son, whose cattle were tested for 
Bang’s disease. He assured me that not a case of 
animal abortion had occurred on the farm during the 
past two years, and that the cattle were retested re- 
cently. No positive reactor was found in the herd. 

I would like to know if the speaker had any similar 
experiences with cases where the symptoms were lim- 
ited to upper respiratory infection. 
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INTERAURICULAR SEPTAL DEFECT 
(PRIMITIVE OSTIUM PRIMUM) ASSO- 
CIATED WITH MITRAL STENOSIS 

(LUTEMBACHER’S SYNDROME) 
AND SYPHILITIC AORTITIS 


J. D. Kirsupaum, M. D., M. S., and 
Lawrence Pereman, M. D. 
CHICAGO 

Congenital heart disease in adults is rare, 
particularly when unassociated with clinical 
manifestations and when encountered as an in- 
cidental finding at necropsy. A series of 90 cases 
of congenital heart disease were encountered in 
11,575 consecutive autopsies performed at the 
Cook County Hospital from 1929 to 1938 in- 
clusive, Amongst this group there were 20 cases 
in patients over 21 years of age (see Table 1 for 
age groups). Of these, seven were cases of 
anomalous leaflets in the pulmonic and aortic 
valves; six cases of interventricular septal defect : 
five cases of patent foramen ovale; one case of 
patent ductus Botalli; and one case of patent 
Interauricular septal defect (see table 1). 

The total incidence of cardiac anomalies was 
77 per cent., among which four cases of patent 
interauricular septum defect were encountered, 
constituting 4.4 per cent. of all the cardiac ano- 
malies, Only one of the cases of interauricular 
septal defect occurred in an adult, the remaining 
three were among infants. In an analysis of 
4,255 autopsies at the University of Pennsyl- 
vania Hospital, Rannels and Propst,! cite the in- 
cidence of cardiac anomalies to be 0.85 per cent. 
(omitting cases of patent foramen ovale), and 
of these they list no cases of patent interauricular 
septum. Szypulski,? in a series of 7,500 autop- 
sies at the Philadelphia General Hospital, reveals 
an incidence of 1.48 per cent. of congenital heart 
cases, with only one case of interauricular sep- 
tum defect. The incidence of cardiac anomalies 
in our series was much lower, but the occurrence 
of interauricular septa) defects much higher. 

Maude Abbot,* lists 54 cases of defects of the 
interauricular septum exclusive of patent fora- 
men ovale. Of these cases, 28 presented the 
defect as the primary lesion, while in 26 it was 
found associated with other defects in the heart, 


Cases of interauricular septal defects are of 
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particular interest when associated with valvular 
lesions, the mitral valve being most frequent. 
loessler,? in reviewing the literature up to 1934 
collected 62 cases of patent interauricular septum 
(excluding cases of small defects or complete 
absence of the interatreal septum), of which 
three-fourths showed associated valvular lesions, 
predominantly mitral in character. McGinn and 
White,’ presented 24 cases of interauricular sep- 
tal defects with mitral stenosis. Both in Roes- 
sler’s and McGinn and White’s series the average 
age of death was 36 and 35 years of age respec- 
tively. The combination of auricular septal de- 
fect and mitral stenosis is now referred to as 


Lutembacher’s Syndrome.& 


EMBRYOLOGY 

The occurrence of interauricular defects can 
easily be explained by a review of the formation 
of the interatrial septum.’ At the end of the 
fourth week of fetal life the atrial and ventricu- 
lar portions of the heart are connected by the 
atrial canal, Two thickenings, or endocardial 
cushions, appear on the dorsal and ventral walls 
of the atrial canal. These thickenings meet in 
the midline and unite to form the septum inter- 


medium, which divides the canal into the future 
right and left atrioventricular orifices. The 


TABLE 1 


AGE INCIDENCE AND TYPES OF CONGENITAL 
DEFECTS FOUND IN 20 ADULTS 


Type of Anomaly.......21:30 3140 41-50 51-60 61-70 Total 
Interauricular Septal De- 
ee A rice a ee 1 <4 ae 1 


Interventricular Septal 


a ahs oe ane 1 2 2 1 6 
Leaflet Anomalies of Pul- 

monary and Aortic 

IES: © ce sa ee es 1 2 3 ia 1 7 
Patent Foramen Ovale.. .. 4 5 
Patent Ductus Botalli... 1 ae 1 

MROtG UB ici ciereee oe 3 8 7; 1 1 20 


cavity of the primitive atrium becomes divided 
about the end of the fifth week by a septum, the 
septum primum, which grows downward into the 
cavity and unites with the septum intermedium. 
Communication between the atria is reestablished 
by the development of the foramen ovale in the 
upper part of the septum primum. A second 
septum, the septum secundum, now grows down- 
ward from the upper wall of the atrium, immedi- 
ately to the right of the primary septum and 


the foramen ovale. Shortly after birth it fuges 


with the primary septum, closing the foramen 
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ovale. According to Abbot,’ a defect in the 
lower part of the interauricular septum (persist- 
ent ostium primum) is caused by a failure of the 
septum primum to descend and unite with the 
endocardial cushions. Associated with this is 
a dilatation of the pulmonary artery and a cor- 
responding hypoplasia of the aorta. 

REPORT OF CASE 

R. M., a 47-year old white male became suddenly ill 
during the evening and died shortly after. He was 
pronounced dead on admission to the Cook County 
Hospital, thus expiring before a history or physical 
examination could be obtained. 

At autopsy (performed by Dr. J. Kearns, Coroner's 
Pathologist), the cause of death was found to be a 
ruptured esophageal varix, associated with a cirrhosis 
of the liver. 

The heart weighed 425 grams. The pericardial sac 
contained 100 centimeters of an amber colored fluid. 
The myocardium was pale brown-red in color. The 
left ventricle measured 40 mm. in transverse and 45 
mm. in vertical diameters, and its wall measured 18 
mm. in thickness. The right ventricle measured 8) 
mm. in transverse and 82 mm. in vertical diameters, 
and its wall was 5 mm. in thickness. The left auricle 
measured 63 mm. in vertical diameter and 105 mm. 
in circumference. The right auricle was 70 mm. in 
vertical diameter and 140 mm. in circumference. The 
wall of both the right and left auricle was one mm. 
in thickness. The free edges of the mitral valve were 
rolled and thickened, The papillary muscles were 
hypertrophied. The pulmonary artery measured 68 
mm, in circumference while the aorta measured 55 mm, 
in the supravalvular portion. The aortic valve showed 
a fusion of the commissures, while the ascending aorta 
showed a marked deposition of fatty and hyaline plaques 
with a fine longitudinal wrinkling of the intima. In 
the upper portion of the interauricular septum, the 
foramen ovale presented a slit-like opening 2x9 mm. 
In the lower portion of the interauricular septum, three 
mm. above the mitral valve, there was a large 28x30 
mm. defect in the septal wall (see Figure 1). 

MICROSCOPIC EXAMINATION 

The myocardium showed hypertrophy of the muscle 
fibers, The nuclei were oval shaped and the cross 
striations were distinct. There was an increase in the 
fibrous connective tissue between the muscle bundles. 
The vessels showed a slight thickening of their media. 
The aorta showed a marked thickening of the media 
and in some areas the fibrous tissue was replaced by 
hyaline plaques. There was an infiltration of lympho- 
cytes within the media, most marked around the 
arterioles and the smaller blood vessels. The adventitia 


was thickened and also showed perivascular infiltra- 
‘tions of round cells. The intima was unchanged. 


COMMENT 
The description of the heart in the case re- 


ported is analogous to the classical description 
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of the heart in cases of patent interauricular 
septum previously reported. The anatomic find- 
ings are usually an enormous increase in the 
yolume of the heart due to the dilatation and 
hypertrophy of the right side, a marked dilata- 
tion of the pulmonary artery and its branches, 
and a relatively small left ventricle. The dilata- 
tion of the pulmonary artery and the hypoplasia 
of the aorta usually emphasized was not present 
in our case, however; there was a difference of 
13 mm, between the circumference of the pul- 
monary artery and that of the aorta. In a 
consecutive series of 100 cases of adults selected 
at random from necropsy, the average difference 
in circumference between the pulmonary and 
aortic ostii was only 3.3 mm. The average cir- 
cumference for the pulmonary artery being 74.7 
mm. and the aorta 71.4 mm. Taking into ac- 
count the effect of the Iuetic infection upon the 
aorta in our case, one may assume that the in- 
crease in the circumference of that vessel was 
the result of the syphilitic process. 

The physiologic pathology of interauricular 
septal defects with mitral stenosis has been well 
described by McGinn and White®: “Because of 
stenosis of the mital valve the pressure of the 
blood in the left auricle rises. A considerable 
portion of blood passes through the interauricular 
septal defect rather than through the slit-like 
mitral valve. This blood passes from the right 
auricle to the right ventricle and thence to the 
lung for a second time. As a consequence of 
doing double duty, the right ventricle hyper- 
trophies and the pulmonary artery dilates. The 
aorta, on the other hand, remains small and 
hypoplastic because it is receiving but a small 
amount of blood.” In a similar manner the in- 
terauricular defect is increased in size due to 
constantly increased pressure within the left 
auricle as a result of the mitral stenosis. This 
causes the brunt of the increased work to fall 
upon the right heart which becomes dilated and 
its wall hypertrophied. The failure of the left 
auricle to dilate and hypertrophy subsequently to 
the mitral stenosis is due to the reduction and 
equalization of the pressure within the left auri- 
cle by the septal defect. 


Interauricular septal defect in association with 
mitral stenosis is a rare condition. The super- 
imposed syphilitic aortitis in our case was not 
present in any of the reported cases. The age of 
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death, 47 years, compares favorably with those 
previously described by Abbot,* in whose 15 
cases of primitive ostium primum the average 
age at the time of death was 18 years and the 
upper limit 46 years. The cause of death in our 
case which was cirrhosis of the liver with a re- 
sultant ruptured esophageal varix, can in no 
way be attributed to the cardiac detect. In the 
absence of the former condition the patient could 
have lived for many more years in view of the 
compensatory effect exerted by the luetic aortic 
insufficiency in the presence of the mitral lesion. 

The other three cases in our series were found 
to be present in infants. The first died at the 
age of two months and in addition to the auricu- 
lar septal defect showed a patency of the inter- 
ventricular septum and common atrioventricular 
orifices. The second revealed an accompanying 
detortion defect of the heart and also expired at 
the age of two months. The third died when 
three months old and in addition to the auricu- 
lar septal defect had a widely patent foramen 
ovale, a marked hypertrophy of the right ven- 
tricle and a truncus solitarius pulmonalis, 


SUMMARY 


A case of interauricular septal defect in a 
man aged 47, as an incidental finding unrelated 
to the primary cause of death, which was a rup- 
tured varix and fatal hemorrhage, is here de- 
scribed. 

The heart showed an ancient mitral stenosis 
and syphilitic aortitis. The association of inter- 
auricular septem defect and mitral stenosis has 
been described as Lutembacher’s Syndrome. 

Three cases of interauricular septal defect 
were encountered in 11,575 consecutive necrop- 
sies at the Cook County Hospital and one case 
in 6,000 consecutive necropsies in the records 
of the Pathologic Department of the Coroner’s 
Office. 


Congenital anomalies of the heart constituted 
an incidence of 0.77 per cent. in our necropsy 
material, of which 4.4 per cent. were interauricu- 
lar septum defects. 
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OBSTETRIC ANALGESIA; ANESTHESIA 
AND AMNESIA 
Kpwin Nasu., M, D, 
GALESBURG, ILLINOIS 

From the time that Eve ate the apple woman 
has had to suffer pain at the time of delivery. 

For many years there was no known way out. 
With the discovery of chloroform in 1842 there 
was offered at least a degree of relief. 

People were loathe to accept this relief because 
the pain of labor was considered God given as a 
penalty for Eve’s indiscretion. 

As late as the reign of Victoria the Good many 
Knglish women refused relief for religious rea- 
sons. Victoria, however, took chloroform in 
labor in order to show her people that relief was 
not sinful, because the Queen could do no wrong. 

Until the turn of the century chloroform was 
the agent of choice for the relief of the suffering 
attendant upon childbirth. 

Hether inhalations supplanted chloroform. 
Then Gwathemy brought forward his morphine, 
magnesium sulphate synergistic blend followed 
by rectal ether quinine and oil mixture. Nitrous 
oxide inhalation was used soon thereafter. 

Later the various barbiturates took the center 
of the stage; these drugs were followed by paral- 
dehyde per rectum and by mouth. 

Cyclopropane and various other agents were 
employed, while some used local anesthesia. 


PHARMACOLOGY OF CERTAIN BARBITURATES 


All barbiturates produce varying degrees of 
hypnosis, narcosis or anesthesia according to the 
amount and type of the barbiturates used. 

The more commonly used barbiturates may be 
divided into two groups: the shorter acting 
group consisting of pento-barbital sodium amytal, 
and the longer acting group consisting of pheno- 
barbital neonal and ipral. 





Read before Section on Obstetrics and Gynecology, Illinois 
State Medical Society, Rockford, May 3, 1939. 


EDWIN NASH 383 


A fall in blood pressure nearly always occurs. 

In hypertension cases a marked fall in the sys- 
tolic pressure has been noticed. 

Large doses of barbiturates cause vasodilata- 
tion with flushing and even cyanosis lasting for 
some hours. 

All members of the barbituric acid group de- 
press the respiratory system if sufficient of the 
drug is given to produce deep narcosis. 

The urinary output is said to be decreased for 
a few hours. 

The shorter acting drugs produce death by 
respiratory paralysis, while the longer acting pro- 
duce death by pulmonary congestion usually com- 
plicated by pneumonia, 

Obese or debilitated patients do not tolerate 
the drug well. Then, too, there is the question 
of idiosyneracy. 

Certain objectionable features of barbiturates 
in obstetrics are the high percentage of cases 
showing extreme restlessness and maniacal symp- 
toms even to the extent that patients require re- 
straint. In sufficient dosages to produce hypno- 
sis there is a respiratory depression ; also cardiac 
depression. Rapid injection of barbiturates 
causes a sudden fall of blood pressure, 

There is also noticed a depressant action on 
all smooth muscles with resultant increase in 
post partum gas pain. Loss of tonus is also 
noted in the ureter and urinary bladder, result- 
ing in the necessity for more frequent catheteriz- 
ation following delivery. 

In selected cases and in proper dosage, and 
when competent and incessant watching of the 
patient may be had, the barbiturates are fairly 
safe, but instrumental termination of the labor 
is much more frequently necessary than in those 
cases in which the drug is not used. 

Morphine either alone or in combination with 
scopolamine is still the favorite method with 
many in the relief of pain in the first stage of 
labor. 

Arthur Bill of Cleveland states that he has 
failed to find any anesthetic that is more satis- 
factory than morphine and scopolamine in the 
first stage of labor. 

Morphine and hyoscine were used satisfactorily 
long before the Twilight Sleep craze swept the 
country by way of lay magazines early in the 
present century. 

Morphine alone in our hands has proven the 
most satisfactory means of relieving first stage 
pains when such relief is necessary in those pro- 
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longed first stages, particularly occurring in 
cases with faulty presentations or positions. 

Apnea in the babe is likely to occur if mor- 
phine is given under four hours from the time 
of delivery. However, if delivery is to be ac- 
complished in less than one hour there will not 
be sufficient morphine in the baby’s system to 
cause serious apnea. Occasionally apnea is 
marked if the morphine was given even more 
than four hours before delivery. 

GWATHEMY SYNERGISTIC METHOD WITH 
RECTAL ETHER 

The success of this method is absolutely de- 
pendent upon the cooperation of the patient and 
the technique in the administration. 

What has been said about morphine and scopo- 
lumine as to the time of giving the medication 
applies here. The danger of apnea in the babe 
is the same. The method should not be used un- 
less the woman is well into labor, and yet must 
be at least four hours off from delivery. 

In other words it must be given in the first 
stage of labor when the head is engaged: consid- 
erable effacement and at least four cc. dilatation 
in primiparae. When to give it in multiparae is 
a more difficult problem. Every one is acquainted 
with the uncertainty of multiparae. 

After the popularity of various other methods 
became established Gwathemy modified his 
method dispensing with the use of magnesium 
sulphate and substituting nembutal, grains three, 
in place of the morphine and adding paralde- 
hyde, drams two, to the ether and oil mixture. 
However, the writer is of the opinion that if 
given in the first stage morphine is preferable 
to nembutal, and in the second stage one and 
one-half grains of nembutal are sufficient. 

Recently a gravida (three) was given one and 
one-half grains of nembutal and the rectal in- 
stillation. She was apparently deeply narcot- 
ised; she did not use her abdominal muscles as 
an accessory expulsive force necessitating forceps 
delivery although both her other labors were en- 
tirely spontaneous. The labor was followed by 
coma of 20 hours’ duration. During all this 
time her color was perfect: there was no change 
in pulse rate nor blood pressure and the blood 
picture was normal. 

ETHER-OIL MIXTURE 

Consists of: 

Ether, ounces 214. 
Quinine alkaloid, 20 grains. 
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Alcohol, 45 minims. 

Paraldehyde, 2 drams. 

Olive oil or liquid petrolatum, enough to 
make 4 ounces. 

1. It is the safest of all satisfactory analgesias 
used to date. Several series of many thousands 
of cases have been reported, no maternal or in- 
fant mortality being attributed to its use. The 
largest of the series is a group of 20,000 cases 
reported in 1930. 

2. There are no major physical contraindica- 
tions. It may be given with impunity to pati- 
ents presenting cardiac disease, tuberculosis, 
pneumonia, acute bronchitis, nephritis, eclamp- 
sia, placenta praevia and pelvic disproportion. 
In the event of a pathologic condition of the 
rectum it is no more irritating than the soap- 
suds enema formerly used. It is used with equal 
facility in the home and in the hospital. 

3. It serves as a satisfactory analgesic in 85 
to 95 per cent. of cases. Most failures are due 
to faulty technic. 

4, It requires but little equipment and _ ex- 
perience and is readily administered by the 
general practitioner. 

5. It can be started early in the first stage 
and administered any time during labor.” 

6. The patient is much more cooperative than 
in “Twilight sleep” or sodium amytal analgesia. 

7. In addition to analgesia it affords a most 
gratifying amnesia, the patient rarely having 
more than a vague recollection of the labor. 

8. The physician does not have to be in con- 
stant attendance, the average instillation being 
effective for from two to six hours. 

9. It is not likely to prolong labor and not 
infrequently the second stage is shortened, 

10. The baby suffers no ill effects. 

11. It incurs no complications of labor or post 
partum pathologic condition. 

12. Forceps deliveries are decreased in num- 
ber, and lacerations are no more frequent than 
with other methods of delivery. 

13, Mental and physical shock are lessened. 
Normal appetite is restored within a few hours 
following delivery. 

14. It is relatively inexpensive. especially 
compared with nitrous oxide and ethylene gas. 
At wholesale costs the ingredients of the ether- 
oil mixture total only a few cents. 
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15. It dovetails excellently with gas and in- 
nalation ether as adjuvants during the perineal 
stage and instrumentation, only 50 per cent. or 
less of the usual amount of ether being necessary. 
Chloroform should never be used in conjunction 
with the method. 

17. In performance a cesarean section under 
local anesthesia it affords an excellent prelim- 
inary. 

18. This form of analgesia is available to prac- 
tically every woman in labor. 


Paraldehyde 


Paraldehyde has probably the lowest toxicity 
of any analgesic used in obstetrics. However, it 
is not entirely free from danger to weak or pre- 
mature babies. 

Autopsy in neonatal deaths has shown the 
odor of paraldehyde in the tissues. 

Restlessness to a lesser degree than in the case 
of barbiturates is present and sideboards may he 
needed. 

There seems to be a variety of opinions among 
the several writers as to the frequency of the ne- 
cessity for operative deliveries. 

Morphine or pantopon or a barbiturate is 
needed as an adjuvant. 

Objections to the use of paraldehyde are: the 
disagreeable taste if given by the oral route, to- 
gether with the vomiting caused ; irritation of the 
colon when given per rectum; restlessness during 
contractions ; and the fact that in weak or pre- 
mature infants the anesthetic may increase the 
mortality. 

Inhalation Anesthesia 

Inhalation anesthesia may be necessary in the 
terminal part of the second stage. 

Nitrous oxide and oxygen or ethylene cyclo- 
propane may be used not only here but also in 
the first stage. Its advantage is the rapidity of 
administration and the fact that the gases do 
not decrease the force of contraction. However. 
the gases should only be given by an expert and 
then with a standard apparatus. 

If complete relaxation is desired ether by the 
open drop method is the anesthetic of choice, or 
evclopropane may be given though the relaxation 
is probably not as complete as that of ether. In 
cardiac cases ether is still preferable, though 
many are now advocating evclopropane, 
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NASH 38: 
Local Anesthetie 
PUDENDAL BLOCK 

This method relaxes the levators of the lower 
4 of the vagina and the muscles of the perineum 
so that ironing of the perineum is unnecessary 
and episiotomies may be much smaller than in 
cases where the method is not used. 

Repair of the episiotomy may be made with- 
out any inhalation anesthetic. 

Simple infiltration will give considerable de- 
gree of anesthesia but there is not the amount 
of relaxation obtained that there is by the block 
method. 

It is our practice to use the pudenal block rou- 
tinely, no matter what method of analgesia has 
been used. 

TECHNIC OF INJECTION 

With the patient in the lithotomy position, the 
inner margin of the tuberosity of the ischium is 
located. Usually a point on a line with the 
anus, but 2 cm. medial to the tuberosity is the 
best site of injection. The tip of the needle is 
inserted and directed outward to the surface of 
the tuberosity where about 10 cc. of a Y per cent. 
novocain solution is injected. The needle is in 
constant motion to avoid intravenous injection. 
The needle is then withdrawn about half way 
and redirected toward the spine of the ischium. 
which is easily palpated with a finger in the 
vagina. Here another 10 ce. is injected. Aspira- 
tion must be tried before injection to be certain 
that the needle is not in a blood vessel. The 
same procedure is then followed on the opposite 
side. In a period varying from one to five min- 
utes it will be found that the lower third of the 
levator muscles and the perineal muscles have 
relaxed so markedly that the fist can be placed 
in the vagina. The needle found most satisfac- 
tory has been a 21-gauge needle about three 
inches long and with a guard at the shank of the 
needle to obviate loss of the needle in case of 
breakage. 

TIME FOR INJECTION 

The best time for injection is wheu the patient 
is ready for delivery, with the head on the pelvic 
foor; the duration of the anesthesia is only 
about one and one-half hours. 

When patients are not under the influence of 
one of the various methods of seminarcosis it is 
possible to deliver and repair the perineum with- 
out anesthesia, although anesthesia of the pér- 
ineum is not complete. Because of the restless- 
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ness induced by hyoscine or the barbiturates, it 
is advisable to give these patients a small amount 
of gas or gas ether at the time the head is com- 
ing through the perineum rather than cope with 
a moving, restless patient. As soon as the head 
has been delivered all anesthesia is stopped and 
the repair is then done without additional anes- 
thesia. 

In conclusion I wish to emphasize the point 
that after all, these women come to us for the 
express purpose of having a normal babe and 
that the babe is entitled to have a healthy mother. 
Analgesia must be a secondary consideration. 

Articles in lay magazines should not influence 
the obstetrician. 

There is no perfect method of relieving the 
pain incidental to labor. 

If any analgesia or anesthetic is to be used it 
is better to select the type according to the case 
in hand than to apply a routine method for all 
cases; bearing in mind the peculiarities of the 
patient, the obstetric diagnosis and the stage of 
labor. 
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DISCUSSION 


Dr. Edwin J. DeCosta, Chicago: It is most impor- 
tant to reemphasize the very sane conclusions of Dr. 
Nash’s excellent presentation on obstetrical analgesia. 
Primarily, we are concerned with delivering a healthy 
baby to a healthy mother. Pain relief itself, while 
desirable, must be secondary to this premise. If the 
pain is to be truly relieved, the patient must be 
medicated to a degree approaching anesthesia and 
under these conditions, cessation of labor pains occurs 
more frequently than many writers on the subject 
admit. The truth of this statement is attested by the 
presence of quinine in the ether-oil mixture of Gwath- 
mey, to prevent inertia, and the constant advice of the 
various authors that medication is best instituted only 
when pains recur regularly every two to three min- 
utes and the primiparous cervix is dilated 4 to 5 cm. 
Uterine inertia is a danger to the mother and baby 
and an exasperation to her doctor. 

I think the danger of morphine is overemphasized. 
Not that morphine does not depress respiration, but 
rather that we have means at our disposal of readily 
and simply combating this depression. I refer to the 
use of the tracheal catheter. Most authors acknowl- 
edge morphine as the most effective analgesic agent 
we possess. It is ideal during the first stage and, 
with the fear of fetal apnea removed, it is ideal dur- 
ing the second stage. 

The action of morphine may be complemented by the 
use of a variety of preparations, including scopolamine, 
chloral hydrate, paraldehyde, the barbiturates or even 
local anesthesia. 
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Each patient, as Dr. Nash emphasized, presents a 
problem peculiar to that individual. No one can fore- 
tell the patient’s response to medication. This is es- 
pecially true with the barbiturates. While the per- 
centage of amnesia is high, so too is the percentage 
of restlessness. There have been enthusiastic reports 
of the use of nembutal in the home, the husband nurs- 
ing the wife, the doctor often not present during the 
first stage of labor. Yet, even in the hospital and 
with special nurses, patients have suffered real injury. 

How can one physician or group of physicians be- 
come satisfied with a given procedure while another 
physician or group of physicians is equally dissatisfied ? 
The answer rests, I think, in familiarity with the 
action of the medication and facilities to meet all 
problems that may arise from its usage. With that 
arrangement I believe almost any combination of drugs 
can be made to give satisfactory results. Dr. Nash 
favors ether oil mixtures, and I am sure his organiza- 
tion is trained in its administration. He knows its 
indications, its limitations and understands its action. 
His results are very good. I prefer morphine aug- 
mented by small doses of paraldehyde by mouth. The 
unpleasant taste and smell of paraldehyde can be 
avoided by the use of gelatin capsules, and the dose 
will vary from 4 to 30 cc., depending on the patient’s 
response and the duration of labor. I think I under- 
stand the behavior of these drugs and their limitations. 
I am satisfied with my results, but we both have 
failures. The very multiplicity of drugs and technics 
of itself indicates that there is no universally satis- 
factory procedure. What we need is a harmless 
method of pain relief that any one can employ any- 
where. At the present time the closest we come to 
this is the employment of local anesthesia, either by 
parasacral or pudendal block. Unfortunately it is only 
valuable during the end of the second stage of labor 
and its action is short. However, the technic is very 
simple, the risk nil, and while not narcotizing the 
patient, local anesthesia affords a great deal of relief 
when it is most needed. 

There are few who advocate the routine use of 
any method of pain relief. This seems particularly 
true in dealing with multiparous patients. Thus the 
problem resolves itself into the question, “With this 
particular patient, is it advisable to attempt to re- 
lieve the discomfort of labor and, if so, what shall we 
do?” You have heard the pros and cons of the 
various methods popular at the present time. There 
is no perfect method. However, almost any one of 
the many methods mentioned will give you satis- 
factory results if you are completely familiar with 
the action of drugs used and if you have available 
facilities for handling any problems that might arise. 

Dr. J. E. Stoll, M. D., Chicago: I have been very 
much interested in the comments and remarks on this 
subject published in the lay magazines. To defend 
ourselves, we as a profession should get someone to 
write or talk for us in articles which would make 
clear the situation to the laity. 
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If you care to go back to the first issue of the Jour- 
nal of the American Medical Association, you will 
find that new drugs appear in cycles. One that still 
remains is ether and one that is being talked down is 
chloroform. Ethylene, first mentioned in 1849, did not 
reappear again until about 1923. 

We must remember the dangers and advantages of 
these drugs to mother and baby. I feel that these 
obstetrical agents shouid not be used without adequate 
assistants to take care of any conditions that may 
arise. 

I was hoping to hear more about the methods and 
results obtained from these “obstetrical helpers” of 
today. 

A doctor who was graduated from Rush Medical 
College fifty years ago told me they used none of 
these things when he was studying obstetrics. The 
doctor sat at the patient’s bedside and talked to her, 
and I think that this did the patient as much good as 
many of the present day drugs. 

In the terrible rush in which we live we may, some 
day, be able to get back on the old footing so that the 
patient will have confidence in us instead of in a lot 
of drugs. 

It has been emphasized that every patient and every 
drug should be individualized. 

Dr. Edwin N. Nash, Galesburg (in closing): Of 
course, it is fine when you can get the confidence of 
the patient. There is no question but that a great 
deal of the anxiety during childbirth is due to the 
mental state. I remember one of the most difficult 
cases I had when, after it was all over, the patient 
told me her whole trouble was fear; her first labor 
had been a severe ordeal and she was scared to death, 
being ten years older. 

There might be a word added concerning these 
analgesics in relation to heart disease. The barbiturates 
do not do well there. When you come to inhalation 
anesthesia, I think that ether is still the safest in- 
halation anesthetic for cardiac patients, although we 
have used cyclopropane with good results. 





YOUR, TITLE 1S: “M.D.” 


There is widespread abuse of the title “Doctor.” Legal 
procedures have failed to correct the situation. We 
have attorney general’s opinions, opinions from the 
State Board of Registration in Medicine, offers of co- 
operation from the Department of Health, the county 
prosecutor’s office, etc., etc. Some results are obtained 
in specific instances, but a violation must occur before 
action can be taken. Let us as physicians, endowed 
with the degree M. D., start to place emphasis on that 
degree. No one else can use it. Use M. D. in your 
speech, in your correspondence, on your signs, prescrip- 
tion pads, bill heads, etc. Gradually .the public will 
start to discriminate. In this positive way we can 
gradually but most effectively offset the parasitical in- 
fluence of so-called “doctors who are not M. D.’s. At 
the same time we can continue to refer specific abuses 
to the proper authorities—Detroit Medical News. 
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EVERYBODY NEEDS A QUALIFIED PHYSI- 
CIAN AND A RELIABLE DRUGGIST 

The Committee on Medical-Pharmaceutical Rela- 
tions of the Fulton County Medical Society is to keep 
the two professions in this county in a close working 
relationship for the benefit of the two professions and 
for the benefit of the patients whom they serve. The 
two professions have worked harmoniously thus far but 
there are no doubt complaints not known by the physi- 
cians and likewise some which are not known by the 
druggists. 

TEN RULES TO BE OBSERVED 

(1) Physicians should write all prescriptions and not 
leave the patient to call for a proprietary product. The 
patient may call for the wrong medicine. He gets the 
habit of self-medication and the physician is hurting 
himself, the pharmacist and the patient. 

(2) The physician should send his patient only to 
reliable pharmacists for filling prescriptions, one in 
whom he has confidence and should always mention the 
names of more than one druggist. There are ethics to 
be kept by physicians toward pharmacists as well as 
toward each other. The physician should know that the 
pharmacists he recommends are registered, that the 
prescription will be filled with the utmost care and 
accuracy and from the purest drugs. This will encour- 
age all druggists to maintain the highest standards of 
service and gradually eliminate the unscrupulous pharm- 
cists. Remember the patient’s life is in the hands of 
the pharmacist as well as the doctor and the two must 
be careful. 

(3) Physicians should prescribe only national form- 
ulary and United States Pharmacopeia drugs. A writ- 
ten prescription should be given every patient even 
when a proprietary is listed. 

(5) Physicians often give patients samples of medi- 
cine. There may be a few patients to whom this is a 
great saving but certainly should be condemned if pur- 
sued to a large extent. It makes the patient feel you 
are perhaps trying it out on him and it certainly is not 
fair to the pharmacists. 

(5) Counter prescribing is unethical and illegal if the 
patient presents a problem for diagnosis but if the 
patient calls for a proprietary medicine, it is not un- 
ethical for a pharmacist to sell to him unless the poten- 
tialities of the drug would make it dangerous for the 
patient. Counter prescribing is not indulged in by re- 
liable and ethical pharmacists. 

(6) Physicians should write “N. R.” on prescrip- 
tions which are not to be refilled and pharamcsts should 
telephone the doctor whenever a prescription is re- 
peated too often, particularly for certain drugs. 

(7) The writing and filing of narcotic prescriptions 
is of equal liability to physician and pharmacist. The 
law requires a pharmacist to have a properly signed 
prescription from the physician prescribing for every 
prescription containing narcotics. A physician cannot 
legally telephone a prescription for a narcotic, neither 
is it legal for a pharmacist to take it over the phone. 

(8) The price of the prescription is the business of 
the pharmacist. He would not attempt to put a price 
on the physician’s fee, neither should the physician on 
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his. The physician does not know the price of the pre- 
scription and should not remark on it. 

(9) Select your druggist with care. His job is an 
important one. He must know what he is doing and 
you should know that he is a registered pharmacist, 
licensed to fill prescriptions. 

(10) The doctor should write the prescription leg- 
ibly, the amount of each ingredient and whether or not 
it is to be refilled. He should explain to his patient 
something of the prescription and what it is for, whether 
it is to be refilled, and refer him to one or more reliable 
druggists to have it filled. 

The main object of both professions should be to 
work for the health of the patient with a mutual con- 
dence between the two professions.—Fulton County 
Medical Society Bulletin. 





SOCIETY HAS AN OBLIGATION, TOO 


“The general public has little realization of the tre- 
mendous amount of effort expended annually by indi- 
vidual physicians and by organized medicine in 
combating pernicious legislative measures sponsored by 
misguided enthusiasts and by those with ulterior mo- 
tives. There isn’t a legislature in America which does 
not annually have bills presented for consideration 
which would, if enacted, destroy health protection. .. . 
The opposition of medicine to such measures is based 
on its obligation to protect the public health, and to 
protect scientific and clinical investigation into the na- 
ture of disease. 

“Tn its opposition to measures that threaten the pub- 
lic welfare, medicine employs no lobby . . . To accom- 
plish its purpose, it must depend ... on the influence 
of enlightened public opinion. American facilities for 
medical care are unsurpassed but much remains to be 
accomplished before the ideals of medicine are realized. 
In their, realization, society has obligations no less 
than those of medicine.”—Dr. William H. Homes, of 
Northwestern University Medical School, brings home 
an important point. 





“BE ON GUARD” 
(Monthly Editorial Prepared by the Medical Advisory 
Committee ) 


Medicine is in the limelight. The public eye is 
focused on medical practice and medical men. Physi- 
cians and hospitals are being censured for the type of 
medical care which has been and is being given the 
people, especially those in the low income group. 

Your Medical Advisory Committee finds that the 
great majority of the cases brought against members 
of our Association and reported to the committee come 
from the so-called indigent group. 

It is easy for a lawyer to build up a case about this 
type of patient, sympathy is easily raised, and juries 
are readily swayed to give substantial verdicts. 

Your Committee warns you against any apparent 
neglect or indifference to them. Guard your words 
of advice carefully. Give the same careful considera- 
tion to their needs as you would to the man who can 
pay the highest fee, and keep records. 

Remember, once having assumed the care of a case, 
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you must continue attendance until discharged by the 
patient, until the patient has recovered, or another man 
has assumed the care with the consent of the patient 
or legal guardian.—Minnesota Medicine. 





Society Proceedings 


COMING MEDICAL MEETINGS 


October 10—Effingham County Medical Society— 
6:30—Benwood Hotel, Effingham—Dr. Samuel J. 
Fogelson—“Treatment of Gastro-Duodenal Ulcerative 
Disease Based on Modern Physiology.” 

October 10—McLean County Medical Society—6 :30— 
Illinois Hotel, Bloomington—Walter Boothby, M. D. 
—‘‘Newer Developments in Oxygen.” 

October 10—Bureau County Medical Society—6 :00— 
St. Margaret’s Hospital, Spring Valley—-Dr. Chauncey 
C. Maher will speak on “Diagnosis and Newer Methods 
of Treatment of Pneumonia.” 

October 11—Union County Medical Society—6 :00— 
Anna, Illinois—Dr. E. W. Cannady will speak on 
“Paroxysmal Auricular Fibrillation.” 

October 12—Fulton County Medical Society—6 :30— 
Elks Club, Canton—Dr. LeRoy H. Sloan will speak 
on “Neurology for the General Practitioner.” 

October 17—Bureau County Maternal Welfare Pro- 
gram—Perry Memorial Hospital, Princeton—6 :30— 
Dr. William B. Serbin—‘Pernicious Vomiting and 
Nephritic Toxemia and Treatment of Toxemia and 
Eclampsia.” 

October 19—Tri County Medical Society—4:00 P. M. 
—Y. M. C. A. Building in Kewanee and 6:00 P. M., 
Parkside Hotel, Kewanee. All Iowa State program 
presented by Dr. N. G. Alcock—"Value of Urological 
Findings in Diagnosis of Abdominal Tumors”; Dr. H. 
D. Kerr—“X-Ray Treatment of Malignancies”; Dr. F. 
R. Peterson—‘Malignancies of the Large Bowel and 
Rectum.” 

October 24—Shelby County Medical Society—6 :00— 
Shelbyville—Dr. Carolyn MacDonald will speak on 
“Value of Prenatal Care.” 

October 24—Rock Island County Maternal Welfare 
Program—Lutheran Hospital, Moline—8:30 P. M.— 
Dr. R. A. Black will speak on “Upper Respiratory 
Infection.” 

November 2—Southern Illinois Medical Meeting— 
Mount Vernon—all day and evening meeting—Philip 
Kreuscher—‘“Fractures of the Hip”; James H. Hutton 
—“The Endocrines”; Clifford Grulee—“Pediatrics” : 
David S. Hillis—‘Forceps Delivery”; Charles Edwin 
Galloway—“ Obstetrics.” 

November 3—Madison County Medical Society— 
Heart Clinic and Demonstration, scientific program pre- 
sented by Robert S. Berghoff, assisted by Dr. Angelo 
S. Geraci. 

November 6—Kewanee Physicians’ Club—6 :00— 
Kewanee Public Hospital. 

November 7—Vermilion County Medical Society— 
6:00—Danville, Wolcott Hotel—Dr. Charles Edwin 
Galloway will speak on “Obstetrics,” 
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November 9—Union County Medical Society—6 :00— 
Anna, Illinois—Dr. Leo K. Campbell will speak on 
“Recent Advances in Management of Diabetes.” 

November 14—Effingham County Medical Society— 
6:30—Benwood Hotel, Effingham. 

October 12—Kankakee County Medical Society— 
8:00 P. M.—Arcade Building, Kankakee—Speaker on 
“Pneumonia.” 

October 13—Will-Grundy County Medical Society— 
12:00 Noon—Louis Joliet Hotel, Joliet, Illinois. 

October 31—Iroquois County Medical Society—Eve- 
ning meeting—Watseka, Illinois—Dr. LeRoy H. Sloan 
will speak. 

November 14—Effingham County Medical Society— 
6:30—Benwood Hotel, Effingham—Dr. George De- 
Tarnowsky will speak on “Breast Tumors.” 

November 2—Lawrence County Medical Society— 
7:00—Hotel Laurence, Lawrenceville—Dr. James H. 
Hutton will speak on the “Classification and Manage- 
ment of the Nervous Hypotensive Case.” 

November 3—Winnebago County Medical Society— 
Noon Luncheon—Rockford—Dr. M. H. Kronenberg 
will speak on the “Practitioner’s Approach to Indus- 
trial Hygiene.” 

November 2—Sangamon County Medical Society— 
8:15 P. M.—-Elks Club, Springfield—Dr. Vernon David 
will speak on “Carcinoma of the Sigmoid and Rectum.” 


ALL-DAY CLINICAL CONFERENCE 
Jacksonville, November 9 





Doctors of the state are cordially invited to attend 
an all-day clinical conference at Jacksonville, [llinois, 
Thursday, November 9, at the Dunlap Hotel. 

This is the first of a number of postgraduate courses 
being offered to doctors of the state and sponsored by 
the Scientific Service Committee, Dr. Robert S. Berg- 
hoff, Chairman, and the special Post-Graduate Educa- 
tion Committee, Dr. R. R. Ferguson, Chairman, ap- 
pointed last spring. 

The local chairman of arrangements is Dr. F. Garm 
Norbury and Dr. George L. Drennan, President of the 
Morgan County Medical Society, will preside at the 
sessions. 

The following program has been arranged: 

Morning 
9:30—Heart Disease—Dr. Robert  S. 
Chicago. 
10 :15—Discussion—Dr. Harry A. Durkin, Peoria. 
10:30—General Surgery—Dr. Warren H. Cole, Chi- 
cago. 
11 :15—Discussion—Dr. Charles L. Patton, Springfield. 
11 :30—Dermatology—-Dr. Cleveland J. White, Chicago. 
12 :15—Discussion. 


Berghoff, 


Intermission for Luncheon 
Afternoon 

2:00—Orthopedic Surgery—Dr. Philip H. Kreuscher, 

Chicago. 
2:45—Discussion—Dr. George W. Staben, Springfield. 
3 :00—Pediatrics—Dr. Julius H. Hess, Chicago. 
3 :45—Discussion—Dr. A. J. Fletcher, Danville. 
4:00—Public Health—Dr. Howard J. Shaughnessy, 

Chicago. 
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Discussion—Dr. John P. Walsh, Greenview. 
6:00—Dinner Meeting at Hotel Dunlap. 
Evening Program 
7 :30—Endocrinology—Dr. James H. Hutton, Chicago. 
8 :15—Discussion—Dr. Orville Barbour, Peoria. 

8 :30—Obstetrics—Dr. Frederick H. Falls, Chicago. 
Discussion—Dr. Milton E. Bitter, Quincy. 
Further details as to the program or arrangements 
may be secured from Doctor F. Garm Norbury at 
Jacksonville or Doctor Robert S. Berghoff, 30 North 

Michigan Avenue, Chicago. 





Marriages 


JouN Mites Krureka, Berwyn, Ill, to Miss 
Evelyn Phyllis Kotrba in Chicago, August 2. 

ANDREW J. ToMAN, Chicago, to Miss Hmily 
Marianne Serhant of Berwyn, Ill., in Oak Park, 
I]l., in June. 

JosepH E. Waurox, Homer, Ill., to Miss 
Wanda Lee Lorton of Shumway, June 12. 





Personals 


At the St. Louis meeting of the A. M. A. Dr. 
Roy E. Brackin presented a paper on a new 
method of Uretero-Intestinal Anastomosis with 
Utilization of Peritoneum (Latern Demonstra- 
tion). 

Doctor William J. Morginson of Springfield 
addressed the Christian County Medical So- 
ciety, September the 6th, on “Diagnosis and 
Treatment of Some Common Skin Diseases.” 

Dr. Archibald Hoyne will address the Kan- 
kakee County Medical Society at Kankakee, 
September 14, subject: “Scarlet Fever.” 

Dr. Roger T. Vaughan will give a paper on 
“Differential Diagnosis and Treatment of Acute 
Abdominal Lesions,” before the Bureau County 
Medical Society, September 12, Princeton. 

Dr. James Graham and William Morginson, 
of Springfield, addressed the Greene County 
Medical Society at Carrollton on September 8, 
subjects: The Orthopedic Aspects of the Foot,” 
and “Fungus Infections of the Foot.” 

Dr. James H. Hutton has returned from 
Honolulu where he saw a number of endocrine 
cases for Dr. Nathaniel Benyas. He also attended 
the meeting of the Pan-Pacifie Surgical Con- 
gress, 

Dr. Nathan S. Davis III, will address the 
Adams County Medical Society at Quincy, Sep- 
tember 11, 
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Dr. Frank G. Norbury, of Jacksonville, ad- 
dressed the staff of the Schmitt Memorial Hos- 
pital, Beardstown, September 6, subject: “Acute 
Infections of the Central Nervous System.” 

Dr. S. W. Becker addressed the Palos Heights 
Woman’s Club on September 5. 

Drs. Guy M. Cushing and Chauncey C. Ma- 
her, Chicago, addressed the Henry County 
Medical Society, Kewanee, August 24, on “Acute 
Perforating Gastric and Duodenal Ulcers” and 
“Cardiorenal Disease with Emphasis on Renal 
Conditions” respectively. 

Dr. Howard A. Lindberg, Chicago, director of 
the pneumonia serum center for the state de- 
partment of health, addressed the Rock Island 
County Medical Society September 12 in Moline 
on the pneumonia control program. 

Dr. Erik Hedvall, director of the University 
Tuberculosis Clinic and assistant professor of 
tuberculous diseases, University of Lund, Swe- 
den, will address a joint meeting of the Institute 
of Medicine of Chicago and the Chicago Tuber- 
culosis Society at the Palmer House September 
22. His subject will be “How Does Pulmonary 
Tuberculosis Begin in Adults?” 

Dr. Carolyn MacDonald addressed the Coles- 
Cumberland County Medical Society on “The 
Importance of Pre-Natal Care,” and a public 
meeting sponsored by the Charleston Woman’s 
Club on September 28. 

Dr. Elias Selinger gave a talk on “Some of 
the Things the General Practitioner Should 
Know About the Eyes,” before the LaSalle 


County Medical Society at Ottawa on Septem- 
ber 26, 


Dr. A. F. Lash gave a program on “The Pre- 
vention and Treatment of Abortion,” before the 
doctors of the Rock Island County Medical So- 
ciety at St. Anthony’s Hospital, Rock Island, 
on September 26. 


Dr. Adrien Verbrugghen gave a paper on 
“Neurology,” before the doctors of the DeKalb 


County Medical Society in DeKalb on Septem- 
ber 28. 

Dr. Laurence BE, Hines addressed the Lions 
Club of Galena on September 28, subject “You 
and Your Heart.” He will also address the Jo 


Daviess County Medical Society that evening on 
the subject of Heart Disease. 

Dr. Robert S. Berghoff addressed the doctors 
of the Cass County Medical Society at Rushville 
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on September 20. The meeting is to honor doc- 
tors of that county who have been in the practice 
of medicine for fifty years. 

Dr. William J. Dieckmann gave a demonstra- 
tion and lecture on Home Delivery Technique 
before the Coles-Cumberland County Medical 
Society on September 20. 

Dr. Conrad Sommer addressed the DuPage 
County Medical Society on the subject of “Men- 
tal Hygiene,” September 20. 

Dr. Guy S. Van Alstyne and J. J. Callahan 
presented a scientific program before the Lee 
County Medical Society at Dixon on September 
21, subjects: “The Management of Breast Tu- 
mors” and “Fractures About the Elbow.” 

Dr. Carlo 8. Scuderi presented a program on 
fractures before the Fulton County Medical So- 
ciety at Canton, on September 21. 

Dr. M. Reese Guttman presented a paper on 
“The Diagnosis and Treatment of Middle Ear 
Complications” before the Scott County Medical 
Society at Davenport, Iowa, on Sept. 6, 1939. 

Dr. Robert H. Herbst delivered two lectures 
and presided at a round table conference in 
Urology at the Rocky Mountain Medical Confer- 
ence held at the University of Utah in Salt Lake 
City, September 5 to 8, 1939. 





News Notes 


—In the thyphoid fever epidemic at Manteno 
State Hospital 51 deaths and 381 cases had been 
reported up to September 29. 

-—Several hundred workmen, who went on strike 
at the state hospital for the insane near Manteno 
because of the epidemic of typhoid there, re- 
turned to work September 6 after they were 
promised a satisfactory water supply, according 
to the Chicago Tribune. Laborers and skilled 
workmen, who have been constructing new 
buildings at the hospital, quit work several days 
prior to this after a futile demand that contrac- 
tors be responsible for all expenses if they con- 
tracted typhoid while at work, it was stated. The 
men agreed to resume work when the contractors 


arranged to haul drinking water from the village 


of Manteno. The Tribune stated that polluted 


water from artesian wells at the hospital is be- 


lieved to be responsible for the epidemic which 
has taken thirteen lives and made hundreds ill. 


—The Chicago Board of Health recently issued 
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a statement giving criteria of premature birth 
in order to simplify reporting of premature and 
immature infants. Physicians and hospitals 
should report any infant weighing 2,250 Gm. 
or less at birth and any premature infant, irre- 
spective of weight. The regulations require that 
any immature infant shall be reported to the 
health department by telephone within an hour 
after birth, and the report must be confirmed in 
writing within twenty-four hours. 
—-Applications will be received up to September 
30 for the Elizabeth McCormick Child Research 
Grant of the Institute of Medicine of Chicago. 
This grant makes available $750 for some form 
of encouragement toward child welfare and will 
be awarded to a qualified investigator in the Chi- 
cago area to aid in a piece of research. Projects 
should in a broad sense be in the field 
of pediatrics. Additional information may be 
obtained from Dr. John Favill, secretary of the 
committee on the Elizabeth McCormick Child 
Research Grant, 122 South Michigan Avenue. 
-—The Julius Rosenwald Fund has made a grant 
of $3,000 to the University of Chicago to finance 
a search for unsuspected cases of tuberculosis 
among patients of the Provident Hospital Clinic. 
The fund will provide equipment for fluoroscopic 
examination of about 30,000 patients during the 
next year. All patients registered will be exam- 
ined and the families of all those found to have 
the disease will also be examined, according to 
the announcement. 

—The Chicago Surgical Society announces that 
competition for its 1940 annual prize is now 
open to physicians, not members of the society, 
devoting themselves to surgery in Cook County. 
The prize of $250 will be awarded for the most 
meritorious original investigation in one or both 
of the fields of experimental and clinical sur- 
gery, which has not been printed or presented 
previously. The manuscript should bear no iden- 
tification marks of individual, hospital or insti- 
tution but should be accompanied by a sealed 
envelop bearing on the outside the title of the 
paper and containing within it the name and 
address of the author. The society reserves the 
right to make no award if the papers submitted 
do not have sufficient merit. Manuscripts should 
be sent to the secretary of the Chicago Surgical 
Society, 54 East Erie Street, Chicago, not later 
than March 1, 1940. , 

—The state department of health has issued a 
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list of laboratories that it has approved for mak- ~ 
ing blood tests for syphilis and microscopic tests 
tor gonorrhea, as required by the laws pertai- 
ing to expectant mothers and prenuptial physi- 
cal examinations. A law recently enacted re- 
quires pregnant women to have a blood test for 
syphilis and specifies that the test must be made 
in an approved laboratory. The law on premar- 
ital examinations was recently amended to re- 
quire also that the tests be made by approved 
laboratories. About two years ago the health 
department organized a committee to set up 
standards for local laboratories and appointed a 
trained laboratory specialist to inspect them. All 
laboratories offering to perform tests for syphilis 
and gonorrhea were invited to register and apply 
for certificates of approval. Certificates have 
now been issued to eighty-five laboratories, 
forty-eight in Chicago and thirty-seven down 
state. About 16 per cent of those that applied 
for certificates failed to meet the standards when 
first investigated, the health department re- 
ported. To aid laboratories in qualifying, the 
department offers special courses of training to 
employees, provides a specialist to inspect and 
make recommendations for improvement and 
provides certain materials necessary for making 
blood tests. There are 141 other local diagnostic 
laboratories that have not been approved, ac- 
cording to the Illinois Health Messenger. 

—The fall meeting of the Iowa and Illinois 
Central District Medical Association will be 
held Wednesday evening, October 25, 1939, at 
the Le Claire Hotel in Moline, Illinois. The 
scientific meeting will be preceded by a dinner 
at 6:30 P. M. At 7:30 Dr. L. J. McCormick 
of Moline, Illinois, will present a ten minute 
paper on “Fractures of the Carpal Schaphoid.” 
At 7:45 P. M. the association will be addressed 
by Dr. W. Wayne Babcock, F. A, ©, S., of 
Philadelphia, Pa., who will speak on “Intestinal 
Malignancies.” Dr. Babcock will be introduced 
to the association by Dr. D. B. Freeman of Mo- 
line, Illinois. Dr. Babcock is professor of sur- 
gery and clinical surgery at Temple University 
School of Medicine, Philadelphia, Pa. The dis- 
cussion on Dr. Babcock’s paper will be opened 
by Drs. H. P. Miller, Rock Island, Tll., Merle J. 
Brown, Davenport, Iowa, and C. S. Costigan of 
Moline, Illinois—James Dunn, M. D., Secre- 





tary. 
—The Chicago Surgical Society announces that 
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competition for the 1940 Annual Prize is now 
open to young men devoting themselves to sur- 
gery in Cook County, and who are not members 
of the Society. A prize of $250.00 will be 
awarded for the most meritorious original inves- 
tigation in one or both of the fields of experi- 
mental and clinical surgery. The paper submit- 
ted should be of original work which has not 
Refer- 


been printed or 


ences to the literature, illustrations, and the 
general makeup of the paper should conform to 


presented previously. 


the accepted standards of medical writing. The 
manuscript should bear no identification marks 
of individual, hospital, or institution, but should 
he accompanied by a sealed envelope bearing on 
its outside the title of the paper, and containing 
within it the name and address of the author. 
The society reserves the right to make no award 
if work of merit is not submitted. Manuscripts 
should be sent to the secretary of the Chicago 
Surgical Society, 54 East Erie Street, Chicago. 
not later than March 1, 1940. 

Hoffman La 
N. J., have opened a Chicago oftice in the Palm 
Olive Building. The manager of the Chicago 


Roche Incorporated, Nutley, 


branch is Eugene W. Marti, until recently man- 


ager of the Sandoz Company Pharmaceutical 


Division. Illinois physicians will doubtless want 
to avail themselves of the convenience of keeping 


in touch with the Chicago rather than the home 


office in Nutley. 


Anson Mayes CAMERON, Chicago; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1900; member 
of the Illinois State Medical Society ; formerly professor 
of pediatrics at the Hahnemann Medical College and 
Hospital, Chicago; served during the World War; aged 
65; died, June 20, in Delavan Lake, Wis., of coronary 
thrombosis and arteriosclerosis. 

Orcutt NATHAN Carr, Oak Park, Ill.; Jenner Med- 
ical College, Chicago, 1898; aged 69; died, July 4, of 
Parkinson's disease. 

Georce LuTHER Davenport, North Chicago, Ill. ; Uni- 
versity of Illinois College of Medicine, Chicago, 1907; 
Fellow of the American College of Surgeons; formerly 
assistant professor of surgery at his alma mater; at one 
time attending surgeon to the Michael Reese, Illinois 
Masonic and Cook County hospitals, Chicago; aged 57; 
died, June 29, in the Veterans Administration Facility 
of bronchopneumonia. 

Tuomas WALLER FLoyp, Peoria, Ill.; Kentucky 
School of Medicine, Louisville, 1897; member of the 
Illinois State Medical Society and the American Acad- 
emy of Ophthalmology and Oto-Laryngology:; served 
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during the World War; on the staff of the Proctor 
Hospital; aged 66; died June 5, at the Methodist Hos- 
pital of coronary occlusion. 

Epson B. Harr, Bloomington, Ill.; Northwestern 
University Medical School, Chicago, 1900; member ot 
the Illinois State Medical Society; on the staff of the 
Brokaw Hospital, Normal; aged 67; died, July 18, of 
coronary occlusion. 

Raov, R, Haas, Chicago; Chicago Homeopathic 
Medical College, 1903; Northwestern University Med- 
ical School, Chicago, 1906; staff surgeon to the West 
Side Hospital and the House of Correction Hospital ; 
aged 59; died, July 21, at Cadillac, Mich., of myocar- 
ditis and chronic nephritis. 

Grorce J. L. HAUMESSER, Shumway, lil.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1881; at vari- 
ous times president and member of the village board, 
justice of the peace and county coroner; aged 81; died, 
July 8, in Alton. 

Naruan A. Jones, Trilla, Ill; College of Physi- 
cians and Surgeons, Keokuk, Iowa, 1896; member of 
the Illinois State Medical Society; aged 71; died, 
June 18, of cerebral hemorrhage. 

JosepnH Krost, Chicago: Rush Medical College, 1881; 
member of Illinois State Medical Society; aged 79; 
died, July 20. 

Ira McKinney, Champaign, Ill.; 
of Medicine and Surgery, 1916; a Fellow, A. M. A.; 
served during the World War; on the staff -of the 
Burnham City Hospital; aged 46; died, June 10, in 
the Presbyterian Hospital, Chicago, of carcinoma of 
the penis. 

WILLIAM WappELt MELoy, Chicago; Rush Medical 
College, Chicago, 1897; served during the World War: 
aged 65; died, June 19, in the Washington Boulevard 
Hospital of carcinoma of the prostate. 

Homer ALANSON MILLARD, Minonk, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1890; a Fel- 
low, A. M. A.; past president and secretary of the 
Woodford County Medical Scciety; for many years 
member of the school board; served during the World 
War; at various times on the staffs of St. Mary’s 
Hospital, Streator, Mennonite Hospital, Bloomington, 
and the Brokaw Hospital, Normal; aged 72: died, 
July 18, of aplastic anemia. 

Anam Hate Ottver, Edwardsville, Ilf.; Washington 
University School of Medicine, St. Louis, 1893; mem- 
ber of the Illinois State Medical Society; aged 74; 
died, June 1, of chronic nephritis and fracture of a 
hip received in a fall. 

Joun AvuGusTINE RILey, Chicago; Rush Medical 
College, Chicago, 1895; died, June 20, of cerebral 
thrombosis and arteriosclerosis. 


Chicago College 


ArtuHur E. Rorn, Chicago; Harvey Medical College, 
Chicago, 1901; aged 71; died, June 24. 

Evian SARGENT, Moline, Ill.; Northwestern Univer- 
sity Medical School, Chicago, 1898; served during the 
World War; aged 68; died, June 4. 

Justus VANcuLEN Wuite, Decatur, Ill.; Rush Med- 
ical College, Chicago, 1900; served during the World 
War; aged 66; died, June 21, of heart disease. 
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